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The present survey was designed primarily to answer a single 
question, “Is there an appreciable incidence of persistent 
symptoms following cerebrospinal meningitis, and, if so, what 
are the nature and the severity of these symptoms?” The 
term “symptoms” is used advisedly, and refers to the sub- 
jective sensations and feelings of the patient as opposed to 
specific pathological states or conditions. The data here pre- 
sented are therefore based solely on the statements of the 
patients themselves. It would obviously be highly desirable 
to carry out a medical check-up as well, but lack of necessary 
facilities and of medical personnel unfortunately made such a 
procedure impossible. 

The area chosen for the survey comprised three geographi- 
cally distinct districts. The chief of these was in south-east 
Wales and Monmouthshire, the lists of patients being supplied 
by two large city isolation hospitals (at Cardiff and Newport) 
and five smaller isolation hospitals in coal-mining towns of 
southern Glamorganshire (Bridgend, Caerphilly, Gelligaer, 
Pontypridd, and Rhondda). Two smaller areas were added 
by way of contrast—the Denbighshire region served by the 
Wrexham Isolation Hospital, and the largely rural area from 
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which patients were sent to the Carmarthen County Isolation 
Hospital at Carmarthen. The numbers of cases from each of 
these hospitals are shown in Table I. 

Each of the nine co-operating hospitals furnished the names 
and addresses of all cerebrospinal meningitis patients admitted 


* From the American Red Cross-Harvard Field Hospital Unit. 
+ Registered Nurse, U.S. Public Health Service. 


during the calendar years 1940 and 1941, and in some cases 
during the first three months of 1942. The field survey was 
made during the period from May 21 to June 25, 1942. inclu- 
sive. The interval between hospital discharge and follow- 
up visit thus varied from 3 to 29 months, but tended to 
approach the longer extreme. Ovei one-half of the series 
were followed up more than 18 months and 84°, more than 
a year after discharge, while only 4% had been out of hospital 
less than six months. 


Technique of the Survey 


A similar follow-up survey of cerebrospinal meningitis 
patients in London had previously been made by the Ministry 
of Health (Maddock, 1943). In order that the incidence 
figures for sequelae in urban and rural areas of Wales and 
Monmouthshire should be comparable to those of the Ministry 
for metropolitan London, essentially the same field technique 
was again used, and home visiting was done by the same 
nurses as in the London study. 

Follow-up visits were made by three Public Health nurses 
of the American Red Cross-Harvard Field Hospital Unit, 
with no advance warning of them. Each of the addresses 
furnished by the hospitals was visited, and the patient inter- 
viewed if possible. Otherwise, information was obtained from 
a member of the household or a neighbour who knew the 
patient; each such instance was subsequently reviewed, and 
those in which the informant did not appear sufficiently well 
acquainted with the patient’s condition were not included in 
the survey. As shown in Table I, 61 cases were excluded for 
this reason, and another 61 because they could not be located, 
had moved from the area, or had died; this left 986 success- 
ful follow-up visits out of the original 1,108 meningitis cases. 

The Public Health nurses gained a ready entry to the homes 
by introducing themselves as representing the hospital, which 
wished to know how the patients had been doing since their 
illnesses. Leading questions were scrupulously avoided, the 
only initial question asked being, “ How have you felt since 
you had meningitis ?° When this elicited no complaints of 
ill-health the query was repeated in somewhat altered form 
during the course of a few minutes’ conversation, and if the 
reply was still the same the patient was recorded as having no 
disabilities. In analysing the data collected. sequelae were 
arbitrarily defined as disabilities petsisting for over three 
months after hospital discharge. Symptoms previously present 
were excluded unless definitely accentuated immediately after 
meningitis, as were also subsequent symptoms that did not 
appear immediately after the illness. On the other hand, com- 
plaints that had disappeared before the date of the interview 
were included provided that they fulfilled the above conditions. 
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Evaluation of the Survey Method 


Before considering the findings, it might be advisable to 
examine the survey method briefly and to enumerate its chief 
advantages and disadvantages. These are essentially as follows: 

Advantages.—(1) The primary aim of the method employed 
is to determine the incidence of symptomatic complaints such 
as personality changes, tendency to become easily fatigued, 
many headaches, and backaches, eic., for which no supporting 
evidence would be expected to be found on physical examina- 
tion. (2) This method will also bring to light those patients 
not satisfactorily rehabilitated after their illness, whether this 
be due to organic cause, neurosis, or psychiatric abnormality. 

Disadvantages-—(1) Although it would seem reasonable to 
assume that at least a large proportion of the disabilities re- 
ported were a direct result of the preceding meningitis, such 
an assumption rests on purely circumstantial evidence which, 
by its very nature, cannot provide proof of any causal rela- 
tionship. Jt cannot be too strongly emphasized that these 
sequelae are not presented as disabilities caused by the menin- 
gitis, but only as symptomatic disabilities, persisting for more 
than three months, which first appeared or (if previously 
present) became accentuated immediately after the illness. 
(2) Data based on the patients’ own statements will unavoid- 
ably be subject to some degree of exaggeration, and will also 
undoubtedly include a number of genuine complaints due to 
causes other than cerebrospinal meningitis. (3) There would 
seem to be no conceivable way in which a control series could 
be studied. Even if a comparable group could be drawn up, 
any attempt at collecting similar information concerning health 
would almost surely be received with such suspicion as to 
render the results valueless. 7 


The Survey Findings 


General.—The incidence of the various disabilities according 
to age group and sex is shown in Table II. It should be noted, 


Emotionally Less Stable-——Under this heading were ‘grouped 
those patients variously described as irritable, excitable, dis- 
position poor or bad, nervous, high-strung, hy:s,crical, or losing 
temper easily. In 24 of the 109, severe or frequent headaches 
or other pains were associated, which might easily explain the 
condition. 

Depression.—Of these 15, 8 were described as depressed and 
7 as moody or sulky. 

Inability to Concentrate-—“ Unable to concentrate ’’ was the 
term used for 5 of these 14 individuals, while “loses self” 
and “absent-minded” each accounted for two. The other 5 
more specific descriptions were “frequent mental lapses,” 
“ignores conversation directed at her,” “appears vacant and 
doesn’t understand what is said to him,” ‘“ doesn’t understand 
directions well,” and “ unable since illness to cope with ration- 
ing while working in shop.” 

Poor Memory.—No further qualification was given for 8 of 
this group, while the other 5 were described as “ memory for 
names worse,” “doesn’t remember things he is told,” “can’t 
remember where she puts things,” “ forgets things when sent to 
shop,” and “notices it in figuring—mind goes blank.” 

Total Deafness.—The most striking feature of this disability 
is the extremely low age distribution, 6 of the 27 (22%) being 
2 years of age or less, while 21 (78°) were not over 14. These 
percentages are slightly less than double the corresponding 
figures for the entire group of 387 with disabilities. Three 
patients totally deaf at discharge subsequently showed marked 
improvement, starting at three months, seven months, and 
eight months respectively. Specific mention of speech was 
made in 10 instances, 2 of these speaking well and 5 not as 
well as before the illness, while the remaining 3 were deaf- 
mutes. 

Partial Deafness—Here the young age distribution of the 
preceding group is not found. The deafness was described as 
moderate or severe in 10 of the 28 cases. In one case a per- 
sistently discharging ear offers a probable explanation for the 


TasLe II.—Incidence of Disabilities Following Meningitis 


Age at Time of Meningitis: = Under 1 | 1 and 2 3 and 4 S—-14 §-24 | 25-44 | 45-64 | 65 and Over Total 
Sex: [F | ©. F.|M.|[ [ | F M.| F. | M. | F. | Total 
Total survey population | 30| 21 | 71 39 | 47 | 152 | 126 | 114 | 77 | 124 so |28|27| 1 | 3 | 559 | 427 | 986 
Number with disabilities 1.  ..  ..| 7) 3 | 26 4 18 cal 13| 55 | 46 | 51 | 28 | 64 | 40 | 12] 13 | 0 | 2 | 233 | 154 | 387 
Emotionally less stable 16 15 15 7 | | 67 42 | 109 
Depression... | | 4 1 4 4 1 | a2 3 | 15 
Total deafness | 1 | 4 | 10 5 4 1 1 | ; 19 
Partial deafness | 3} 8 2 1 5 2 | 16 | 12 | 28 
Visual disabilities  .. | 1 "| 5 3 6 2 5 19 | 10 | 29 
Tinnitus : | | 1 | 3 4 
Excessive lacrimation 1} | 2) 1 | 4 4 
Other impairment of special senses . 1 | I | 2 5 
Pain in limbs and rheumatism ” 1} 1 7 2 6 | 4 20 25 
Weakness of limbs .. | 2 1 | 2 | 10 
Lameness and unable to walk ‘ ‘% 1 | 1 1 1 1 2 1 | | | 4 | 4 8 
Easily fatigued | | 1 3 $ 2 7 3 14 Z | a) | 32 | 16 48 
Backache 1 2 6 2) | 21 | 25 | 46 
Poor balance . | 3| 3 1 1 
Nightmares. | | 2 | | | 0 5 
In wcreased susceptibility tocolds .. | 1 H | 2 | | 3 | 2 
* Heavy head ” | | a4 4 5 
Other miscellaneous (once or twice only) . . | | 3 | 1 1 2 | 2 | 5 2 2 3 — 11 | il 22 
29 | 26 83 | 75 | 91 | 48 | 107 | 77 | 26/30; © | 2 | 383 | 274 | 657 
| 


particularly in connexion with the youngest age groups, that 
the ages given represent age at time of illness, which was up 
to 29 months before theefoiiow-up interview. A total of 387 
individuals showed 657 disabilities ; of these, 223 had only a 
single complaint, while 95 reported two each, 41 three, 21 
four, 5 five, and 2 six. As we have said, the classification 
adopted is purely symptomatic ; therefore no attempt has been 
made at diagnosis. Similarly, it did not seem justifiable to 
try to decide whether a given symptom was or was not due to 


meningitis, and all symptoms that satisfy the criteria stated 


above have been included. 


partial deafness, both deafness and discharge clearing simul- 
taneously six months after leaving hospital. Two of this group, 
both with only slight deafness, had scarlet fever within a few 
weeks of meningitis, leaving a field for speculation as to which 
illness the impairment of hearing is to be attributed. 

Visual Disabilities—This tabular classification represents a 
condensation of the following four headings: 

(a) Impaired Vision —Of these 22 cases 17 were reported as 

* weak eyes,” while one each was described as “ vision worse,” 
“blurred vision,” ‘near blindness in left eye, poor vision in right,” 
and “eyes weak and red” (iritis and choroiditis on discharge from 
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the hospital). The remaining patient, a boy of 14, had a retinal 
haemorrhage in the right eye while in hospital; after discharge he 
was in bed in a darkened room for six weeks and unable to see 
properly for five months, but since that time his vision had been 
normal. 

(b) Visual Disturbances—This term is used to designate four 
cases each presenting a different type of disturbance of visual func- 
tion. These were double vision, clearing at 18 months and associated 
with partial deafness and tinnitus ; night-blindness sufficiently marked 
to force the patient to return home before dark, associated with 
total deafness; spots before eyes frequently; and frequent visual 
disturbances described rather vaguely by the patient’s mother as 
being in the form of “ black spells,” associated with severe head- 
aches and strabismus. 

(c) Enucleation of Eye-—This operation was performed in two 
instances. One of these patients had choroiditis as a complication 
while in hospital, and the eye was enucleated three months later. 
The other was transferred direct from the isolation hospital to a 
general hospital for the operation, the patient not knowing the 
reason for this procedure. 

(d) Total Blindness —The single case of total blindness was that 
of a female infant of 8 months who was totally blind for five months 
after discharge, but subsequently recovered her sight. She was also 
in bed for six months after leaving the hospital, unable to sit or 
walk, but at the age of 32 months (the time of the follow-up visit) 
could walk alone holding on to a wall, though seeming to have no 
co-ordination or balance and still having to be fed. (In the absence 
of further clinical data, the latter disability could only be given 
the admittedly unsatisfactory classification of ‘‘ poor balance.’’) 


Strabismus.—The age distribution is again very young, five 
of the nine being 4 years of age or under. The condition 
was unilateral in five and bilateral in one, while in the remain- 
ing three this point was not specified. In two instances this 
disability was no longer present—one as a result of operation 
three months after discharge, the other clearing spontaneously 
twelve months after illness. The latter patient was a 13- 
months-old male infant who at the time of follow-up (aged 37 
months) showed evidence of markedly retarded development. 
and was observed by the interviewing nurse to be apparently 
hydrocephalic. 

Tinnitus —These four individuals were all over 24 years of 
age, and in all of them the tinnitus was associated with deaf- 
ness—total in one and partial in the other three. 

Excessive Lacrimation.—This was associated with impaired 
vision in two of the four instances. 

Other Impairment of Special Senses—Aphasia was reported 
twice (both in individuals over 50) and slurred speech twice, 
while one female aged 75 complained of complete loss of sense 
of taste for six months after discharge. 

Pains in Limbs and “ Rheumatism.’’—Pain in the lower limbs 
was complained of by 19 of the survey group. Pain, soreness. 
or aching of the legs was the complaint of 12, in one case 
accompanied by stiffness. Three -had experienced “ arthritis” 
or “neuritis’’ of the knee, three others had both pain and 
swelling of the knee, while the symptom of the remaining 
patient was periodic swelling of knees and ankles. In four 
instances it was specifically stated that the disability had inter- 
fered with work or attendance at school. 

Pain in the upper limbs occurred three times, in the form 
of aching of arm, “arthritis” of arm, and “neuritis” of 
shoulder. Three further cases classified as “rheumatism ” 
represent generalized joint or other pains that could not be 
localized to any one anatomical area. 

Weakness of Limbs.—Weakness of the lower limbs was re- 
ported eight times, the weakness being in the ankles in three. 
the knees in one, and the leg muscles in four. One of the 
latter group had weakness of arms as well as legs, and this 
combination has been classified as two separate disabilities : 
this case is one of the two described below. There were two 
cases of weakness of the upper limbs, both presenting points 
of individual interest. The first was a female aged 65 who 
lost the use of her right arm completely for six months fol- 
lowing meningitis, with subsequent marked improvement, 
although 24 months after discharge she was still unable to 
lift heavy objects. The other was a male aged 52 with 
extreme weakness of arms and legs for six months after his 
acute illness. There was no pain or stiffness, but he could 
not use his arms to lift anything and was unable to work. 
The condition cleared spontaneously after six months, and for 


15 months he was asymptomatic. Then, 21 months after dis- 
charge, he developed “ fibrositis ” of arms and legs with pain 
and stiffness, and at the time of the follow-up had been com- 
pletely incapacitated for six months. (The pain and stiffness 
have, of course, not been included in the survey findings, the 
later development being related here solely as a matter of 
interest.) 

Lameness and Unable to Walk.—Two of the six cases 
grouped .as lame were described as “turns foot out” and 
“throws foot out when walking.” Two others reported 
marked limping, one case clearing completely at six months 
and the other being much improved when interviewed 15 
months after discharge. A male infant of 9 months at the 
time of illness was unable to straighten his leg: he did not 
walk until he was 18 months old, and though by the age of 27 
months (when followed up) he ran about and played, he always 
kept his leg bent at the knee. The remaining child, a girl aged 
6, suffered from stunted growth in her left leg, with a severe 
limp and muscles that at times were tender to touch. On the 
basis of information available two patients could only be 
classified as “unable to walk.” A girl aged 6, also totally 
deaf, was in a push-chair for six months after her attack of 
meningitis, with subsequent complete recovery. A boy aged 
3 was unable to walk on return from the isolation hospital. 
and in two weeks was admitted to another hospital ; 13 months 
later he was said to be still there with a cast from the waist 
down. 

Headache.—This is by far the most common disability of the 
series, and was reported by 170 of the survey group. There 
were associated visual disabilities in only 13 of these. De- 
fining “frequent” for purposes of tabulation as weekly or 
oftener, this symptom was divided into four main subgroups. 
as follows: 


Mild or moderate, occasional ae 61 
Mild or moderate, frequent .. 61 


Space does not permit a detailed analysis of the headache 
symptomatology, but the findings in respect of each of the 
tour chief characteristics of this symptom are briefly presented. 


(a) Severity—Ten cases were reported as mild, slight, or not 
severe, and an additional 10 as dull. These and the 93 cases in 
which severity was not specified (and so presumed to be mild) give 
a total of 113. Moderate headaches numbered nine, while 48 were 
described as sharp or severe. 

(b) Frequency.—lIn six cases headaches were constant, while in 36 
they were termed ‘* frequent’ by the patient or informant. More 
specific frequency was twice a week or oftener in 10, approximately 
once a. week in 27, and less often than weekly in 28. Of this latter 
group there were only four patients who did not have their head- 
aches at least once a month. Occurrence was described by 40 as 
occasional or “‘ not frequent,’ while frequency was not specified in 
10 instances. Eight headaches occurred when the patient was hot, 
sired, or excited, and five were subject to other miscellaneous 
exciting causes. 

(c) Duration —This was the least satisfactorily reported charac- 
teristic, 107 not specifying the duration of their attacks. Of the 
remainder, six were constant, 28 lasted between a day and a week, 
18 for 2 to 4 hours (including ‘ several hours’), and 11 for one 
hour or less. 

(d) Location—In 39 instances location was not specified. The 
headaches were frontal in 79 (46% of the 170), occipital in 22, “‘ top 
of the head” in three, and temporal in one. The location was 
described by 16 as various combinations of two of the above, and 
by 10 as generalized. 


Easily Fatigued—Of these 48 complaints 40 were described 
as easily fatigued or tiring easily, three as sleepiness during 
the day. two as listless or languid, two as lack of energy, and 
one as “tired bouts.” A specific statement that time had been 
lost from work or school as a result of this disability was 
made by six individuals. 

Backache.—Since backache is essentially a rather vague sort 
of symptom, it was perhaps to be expected that the description 
of this disability would be similarly vague and relatively un- 
satisfactory. Frequency was not specified by 11 of the 46, 
while eight described their backache as constant, eight as fre- 
quent, and eight as occasional. Daily, weekly, and monthly 
occurrence were each reported once : four experienced backache 
after heavy work, and four if tired. Neither severity nor 
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duration was well enough described to warrant tabulation. The 
location (not specified in 18) was interscapular in one, low 
back in 24, and sacral in three. 

Poor Balance.—Aside from the case previously described 
under “Total Blindness” this did not appear to constitute a 
serious disability, being variously described as “ balance poor,” 
“stumbles easily,” “sways when walking,” and “tendency to 
fall.” Ten of the 20 cases were associated with deafness— 
totai in five instances and partial in five. The disability had 
cleared completely in three (six months after discharge in two 
and 10 months in the third), and was improving in nine of 
the remaining 17. 

Dizziness.—This group of 13 complained of dizziness, giddi- 
ness, or feeling “ light-headed.” Headache was also reported 
by nine of these individuals. Deafness was associated in only 
two instances (one total and one partial), and these two were 
the only ones of the 13 who complained of poor balance. 


Miscellaneous Disabilities 


This final group of what might be termed symptomatic odds 


and ends comprises all disabilities (excepting a few that have 


been grouped above with closely associated complaints) occur- 
ring less than 10 times. The greater number of these require 
no more than mention of their occurrence, but a few seem 
deserving of some further elaboration. 

The nine gastro-intestinal complaints reported consisted of 
vomiting in five, poor appetite in two, and one each with 
persistent constipation and with a monthly attack of gastro- 
intestinal pains and upset. Neck pain, occurring in seven, 
was described five times primarily as pain and twice primarily 
as stiffness; headache was associated in four instances and 
backache in three. Nightmares and increased susceptibility to 
head colds were each reported five times, while there were 
three complaints of sleeping poorly. 

“Heavy head” was a complaint encountered only in Den- 
bighshire, and no further elucidation of the nature of the 
disability could be obtained from four of the five presenting 
this symptom. The fifth patient stated that he felt as if severe 
pressure were being exerted on the top of his head. This 
occurred chiefly when he was trying to get to sleep, and as a 
result he had very little sleep at night and was able to work 
only three or four days a week. 

The four cases of retarded development included one boy 
of 22 months (3 years old at time of follow-up) described by 
his family as retarded in physical development, and three cases 
of mental retardation, all in males. One of these, 3 years old at 
the time of his meningitis and 5 at the follow-up, had been 
in a mental institution in London for over a year. The other 
two were aged 10 and 13 months at the time of acute illness, 
and were followed up 27 and 26 months later, respectively. 
Neither had walked or talked or shown any interest in toys,, 
and the younger one was unable even to sit up. This child 
also presented a history of almost hourly convulsions for the 
first five or six weeks after discharge. Both patients were seen 
by the interviewing nurse, and the older was observed to have 
a disproportionately large head (previously mentioned under 
* Strabismus ”’). 

Of the disabilities occurring one or twice—listed in Table II 
as “Other Miscellaneous °—only two seem of sufficient indi- 
vidual interest to warrant a brief description. A male aged 39, 
suffering from facial nerve paralysis, had apparently followed 
his medical status with close attention, as he described his 
disability as paralysis of the fifth and seventh nerves, involv- 
ing masseters and cheek muscles and causing protrusion of the 
lower lips as well as sensory disturbances of the mouth and 
tongue. This cleared spontaneously 11 months after discharge, 
and had not recurred when he was interviewed two months 
later. The other case was that of a male aged 41, suffering 
from palpitation which was present “all the time” but worse 
at night, with associated nightmares and irregularly occurring 
severe frontal headaches. As a result he slept very little, and 
had been unable to resume his work as fitter at a local colliery. 

Disabilities reported twice were oedema of limbs, oedema 
about the eyes, fainting attacks, enuresis (in a girl of 6 and 
a male of 18), nose-bleeding, “not as robust as previously,” 
persistently discharging ear, and restlessness. Those reported 


a single time (including the two described in the preceding para- 
graph) were paralysis of facial nerve, palpitation, convulsions, 
“lumps on back of head,” “numbness at back of knee,” and 
“nervous habit of shaking head.” 

Accentuation of Disabilities Previously Present—A\though 
it was decided that disabilities previously present should be 
included if definitely accentuated immediately after meningitis, 
only 6 such cases were found. Three of these complaints 
were of headache, two of impaired vision, and one of partial 
deafness. 

Disabilities No Longer Present or Improved.—At the time of 
the follow-up 35 disabilities were no longer present. Nine of 
these had cleared four to six months after discharge, 11 during 
the second six months, 5 during the second year, and 10 
from 25 to 28 months after leaving hospital. This list in- 
cluded headache and partial deafness (5 cases each), pain in 
the lower limbs (4 cases), “easily fatigued” and “ poor bal- 
ance” (3 each), and “ emotionally less stable” and strabismus 
(2 cases apiece), while 11 other disabilities each numbered one 
recovery. There were 64 reports of disabilities that were still 
present but improved. Of these, 21 were cases of headache, 
9 of poor balance, and 8 of partial deafness, while no other 
disability was mentioned more than four times in this con- 
nexion. 

Health Improved Since Meningitis——In contrast to the dis- 
abilities so far presented, the health of 61 individuals was said 
to have been better since meningitis. This improvement con- 
cerned generak health in 58, while the other 5 were personality 
changes for the better. A boy of 44 was no longer shy and 
retiring ; a girl of 7 now played happily with other children ; 
a girl of 12 “was grizzly before meningitis but has a happy 
disposition now”; while a girl of 15 “seems improved in 
disposition.” But the most amazing transformation was that 
of a Sl-year-old chronic alcoholic whose previous condition 
was described by his wife as “drunk morning, noon, and 
night.” She fervently blessed his illness, for since having 
meningitis he had become a teetotaller, and for 25 months 
had not touched a drop of liquor. 


Some Further Considerations 


The major portion of this report has been devoted to a 
brief description of the survey itself and presentation of the 
disabilities found. There remains a large amount of associated 
data gathered by the interviewers in the field, much of which 
might prove of interest. However, limitations of space permit 
the selection of only a small part of this material, and four 
further points have accordingly been chosen to be touched 
on briefly. These are the interval between discharge from 
hospital and return to work or school, the occupations of the 
survey population, indication of those disabilities considered 
actually incapacitating, and the incidence of disabilities by 
occupational groups. 

Interval Between Discharge and Resumption of Work or School.— 
This interval is shown in Table III, including the presence or absence 


Taste IIl.—IJnterval between Hospital Discharge and Resumption of 
Work or School 


Patients with 
Time after Discharge Disabilities 

was Resumed | ‘ | 


Patients without 
Disabilities 


Ist month .. | 119) 108 | 61-0) 49 | 27-7) 48 | 37-8 
2nd month .. | 66} 28:6] 45| 25-4] 58 | 32-841. 34] 26-7 
3rd month | 28 121] 17 | 11-3! 17| 13-4 
4-6 months | 3-4 33 18-6 18 14-2 
7-12 months... 3] 13} — | 8! 45/ 11 O8 
Over 12 months .. | 0; — | O — 1 06; 2 1-6 
Did not resume .. 1 0-6 8; 45 

| 


Total | 231 | 100-0, 177 1000, 177, 100-0, 127 | 100-0 
Pre-school .... | 91| 52/ 
Interval not stated 4 | 5 | 4 | 1 

Grand total | 326 | 273| 233 


of disabilities and sex incidence. It is obviously impossible to deter- 
mine accurately the point at which an infant or pre-school child 
resumes normal activity, and these incidence figures are therefore 


Female Male | Female 
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based on totals exclusive of pre-school ages and the 14 persons for 
whom the interval was not stated. Taking three months as the 
maximum limit of a normal period of convalescence, it will be 
noted that there is a very definite delay in return to work among 
the group complaining of disabilities compared with those without 


’ complaints. The three intervals over 12 months were 13 months 


for the one male case and 14 months and 25 months for the two 
females. 

Occupation.—A detailed list of the occupations of the survey 
population resulted in a table so enormous as to be wholly unwieldy, 
and the occupations have accordingly been condensed into the 
groupings given in Table IV. Among the males, as shown in the 


Taste 1V.—Incidence of Disabilities by Occupational Groups 


_ All Incapacitating 
Occupational Group Disabilities Disabilities 
No. | Rate per 100 No. Rate per 100 
Colliery 62 36 | 58:1 12 19-4 
Factories, mills, and plants . . 38 20 52-6 3 79 
Other heavy labour .. i 41 18 | 43-9 ee 7:3 
All other adults | | 40-5 i 9 71 
School .. | 148 56 37:8 14 9-5 
Totalmale.. 559 | 233. 
Housework .. 428 60 49-6 8 6-6 
Factories and mills oe 22 6 27:3 0 a 
All other adults ee see 50 | 19 38-0 5 10-0 
School | 42 36:2 9 78 
Pre-school 27 22:9 3 2:5 
Totalfemale ..| 427/184 , 361 | 25). 59 
Grandtotal .. | 986 | 387 | 392 75 | 76 


first column of this table, 62 were employed in colliery work, while 
38 worked in factories, mills, and plants. The remaining male 
adults have been divided into ‘‘ Other Heavy Labour” and “ All 
Other Adults.” For the females, housework is the leading occupa- 
tion with 121, while ‘“‘ Factories and Mills,” with 22, is the only 
other adult classification listed separately. The Services had 17 male 
representatives—IS Army and 2 Royal Air Force—while there was 
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TABLE V.—Incidence of Disabilities Classified as Incapacitating 
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that this classification represents my personal opinion, and thus 
constitutes a solitary exc2ption in a report otherwise devoted entirely 
to factual analysis and presentation. For this reason it has been 
included with no little trepidation, and the cases termed incapacita- 
ting have been only those concerning which no possible doubt was 
entertained. It is felt, therefore, that the true incidence of in- 
capacitating disabilities is undoubtedly considerably higher than 
these figures would indicate. 

Incidence of Bisabilities by Occupational Groups.—In addition 
to the occupational distribution of the survey population, Table IV 
also shows the incidence and rate per 100 of total disabilities and 
incapacitating disabilities for each of the occupational groups listed. 
It might be expected that the incidence rate would be higher for 
the more strenuous occupations, and the findings bear out this ex- 
pectation to a considerable degree. In the male total disabilities 
the rate is highest in colliery workers, falling progressively through 
factory workers, other heavy labourers, ‘‘ all other adults,’ school, 
and pre-school. A similar progression occurs in male incapacitating 
and female total disabilities with a single exception each (school and 
factory workers, respectively), but female incapacitating disabilities 
fail to provide a further parallel. The incidence percentage is higher 
for males than for females in both categories, but neither of these 
differences is statistically significant. 


Conclusion 


As stated in the opening sentence of this report. the survey 
was designed primarily to answer a single question, “Is there 
an appreciable incidence of persistent symptoms following 
cerebrospinal meningitis, and. if so, what are the nature and 
the severity of these symptoms?” In view of the findings. the 
first half of the question can be answered by an unqualified 
affirmative. The nature and the severity of the symptoms re- 
ported have been defined above as clearly and completely as 
space and the collected data would permit. Discussion has 
been deliberately omitted. The facts must stand on their own 
metaphorical feet. There are many extraneous factors other 
than the preceding meningitis affecting symptomatology which 
are next to impossible to evaluate, and this is especially true 
when dealing with a survey period which embraces the entire 
Battle of Britain with all its associated physical and psychic 


Age at Time of Meningitis: Under 1 | 1 and 2 3and4 | 


Sex: | M.| F. | M.| F. | M. | 


Headache .. of | 
Backache .. 

Partial deafness 

Easily fatigued 

Pain in lower limbs 

Retarded development... 1 1 
Impaired vision 

Enucleation of eye a, 

Weakness of upper limbs 

Unable to walk... 
Miscellaneous (once each) 2 


Total of disabilities 


mh 


to 

na 

} 
= 


Number of individuals with disabilities | 2 2 5 I 2 — !17 


not a single member of the Auxiliary Services among the females. 
Three males and no females were unemployed before contracting 
meningitis, while occupation was not stated in four instances by 
males and in one instance by females. 

Incapacitating Disabilities —In considering the complaints made 
by 387 of the 986 individuals followed up (an incidence of 39.2%) 
it is obvious that many of these disabilities are of a relatively trivial 
nature. In an attempt to determine how many were truly incapacita- 
ting, the record cards of all patients with disabilities were carefully 
reviewed. The two criteria employed were obvious interference with 
the patient’s former occupation and marked likelihood of his being 
seriously handicapped. Total deafness was considered incapacita- 
ting per se, but with this exception the status of each case was 
decided on its individual merits. The disabilities classed as in- 
capacitating are shown in Table V, with their age and sex distribu- 
tion. A total of 91 incapacitating disabilities were present in 75 
individuals, giving an incidence of 7.6%. The disabilities listed as 
‘** Miscellaneous,” each occurring once, were (in ascending order of 
age) total blindness, poor balance, ‘‘ rheumatism,” inability to con- 
centrate, paralysis of facial nerve, palpitation, dizziness, weakness of 
lower extremities, “‘ heavy head,” and aphasia. It should be noted 
trauma. In view of this consideration, it seems superfluous to 


5-14 15-24 


25-44 | 45-64 | 6S and Over Total 

F. | M.| F. | M.| F M I M. | F. | M. F. M. F. | Total 
1 19 8 27 

a es: | 4 8 1 1 12 é 18 

1 2 3 1 4 3 7 

1 | 1 1 | 4 2 6 

1 0 4 4 

1 | | | | 3 

2 1 3 

2 0 

1 2 0 2 

1 1 1 1 2 

1 1 

1 1 2 3 1 6 4 10 

ll 11 11 16 2 5 4 0 I 58 "33 9| 

— - — 
10 8 lI 2 3 2 1 50 25 75 


attempt an interpretation of these symptoms, and any such inter- 
pretation is left to the individual reader. 

I wish to express my very great indebtedness to Dr. J. Greenwood 
Wilson, Medical Officer of Health for the City of Cardiff, and his 
staff; Dr. J. Emrys Harries, superintendent of the Cardiff City 
Isolation Hospital; Dr. T. W. Wade, medical member of the Welsh 
Board of Health; the superintendents of the co-operating hospitals; 
and the many medical officers of health and the members of their 
departments in the areas surveyed. My only regret is that I cannot 
give individual recognition to all those whose interest and co-opera- 
tion made this study possible. 


RERERENCE 


In recognition of his important work upon the various types of 
Rh factors and on their genetic transmission, the College of 
Physicians of Philadelphia has awarded the Alvarenga Prize for this 
year to Alexander S. Wiener. Dr. Wiener will give the Alvarenga 
Lecture before the College of Physicians of Philadelphia and the 
Philadelphia County Medical Society on Oct. 3, on “Rh Blood 
Factors in Clinical Medicine.” 
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A REVIEW OF PSYCHOLOGICAL WORK AT 
THE BRAIN INJURIES UNIT, 
EDINBURGH, 1941-5* 


BY 
O. L. ZANGWILL, M.A.Camb. 
Psychologist to the Department of Health for Scotland 


The psychological work at the Brain Injuries Unit has de- 
veloped along three principal lines. In the first place, we have 
given much attention to the study and assessment of specific 
patterns of cognitive disability associated with cerebral injury 
or disease. This work was inspired by urgent practical 
demands, but has incidentally given rise to some research 
studies that I shall review briefly at the end of this paper. 
In the second place, we have exvlored certain psychological 
techniques which may have value in neuropsychiatric diag- 
nosis. And, in the third place, we have endeavoured to adapt, 
where possible, general psychological principles and methods 
to concrete problems of re-education and resettlement. The 
work as a whole has been under the general direction of 
Prof. D. K. Henderson and Mr. Norman Dott, the Directors 
of the Unit, and undertaken in close association with Dr. A. 
Paterson. 


Problems and Methods of Assessment 


I would like to preface my review of our work with some 
general remarks on the methods of psychological assessment 
and their place in clinical science. It is not uncommonly 
supposed that the psychologist is the fortunate possessor of 
an esoteric tool which in deference to current fashion I shall 
call the mental test. Now, a mental test is often conceived 
to measure in a more or less accurate way some specific 
ability, aptitude, or trait. It is apt to be regarded as the 
exclusive property of the psychologist, who alone is held com- 
petent to wield and interpret it. An attitude of this kind to 
psychological work is both unfortunate and misleading. Strictly 
speaking, nothing psychological is truly measurable, and a 
so-called mental test is nothing more than a device for elicit- 
ing some specific psychological response under controlled con- 
ditions of examination. Thus conceived, it is plain that the 
neurologist who examines his patient for nominal aphasia 
is conducting a mental test; so also is the psychiatrist who 
determines a patient’s orientation for time or place by means 
of suitably chosen questions. But in cases of this kind evalua- 
tion is very easy because every normal person can be relied 
on to give the correct response. When we turn to functions 
such as memory, intelligence, and thought, and the immensely 
complicated repertoire of habits and skills to which they give 
rise in the educated individual, it is plain not only that the 
normal limits of individual variation are very wide but also 
that the potential directions of breakdown are many and 
varied. Simple clinical tests are in consequence seldom suffi- 
cient in assessing the psychological sequelae of cerebral lesion, 
and the demand for more highly controlled methods is easy 
to understand. Hence the appearance on the neurological 
scene of the academic psychologist. 

In the early stages of our work I must admit that we laboured 
under a certain sense of false security engendered by the admit- 
ted success of standardized test techniques in assessing normal 
intellectual capacity. In a situation which prima facie would 
seem to call tor the greatest caution, we psychologists showed 
a certain disposition to rush in where angels—and eminent 
neurosurgeons—rightly fear to tread. Bitter experience has 
since taught us to recognize that methods adapted to measure 
intellectual capacities in children and normal adults can seldom 
be applied with profit in assessing the disabilities of the neuro- 
logical patient. We now appreciate that a mental test, to 
have genuine practical value, must be based on intimate and 
thorough clinical observation. My colleague Dr. Andrew 
Paterson has issued a timely warning in urging that premature 
stereotyping of methods of examination may cause us to 
ignore or undervalue the diverse manifestations of organic 


* A paper read to the Society of British Neurological Surgeons 
in Edinburgh on June 1, 1945, 


intellectual impairment that form the stock-in-trade of the 
clinical neuropsychiatrist (Paterson, 1944). 

Before we standardize any particular test method we must 
make very sure that it adequately covers the clinical conditions 
to which it has reference. This presupposes not only an 
adequate clinical experience of the conditions concerned but 
also suitably directed experimental research. Whereas we are 
now beginning to gain the requisite experience, and have de- 
veloped a number of more specific techniques in accordance 
with it, it has not as yet been possible to undertake large- 
scale standardization of particular procedures. Some of our 
most helpful tests are still rough-and-ready and are flexible 
enough to adapt in a provisional way to a wide range of varia- 
tion both in previous level and in pattern of disability. We 


‘ hope to standardize some of these tests after the war. In 


the meantime, we interpret them as best we can and supple- 
ment them with a number of procedures, developed elsewhere, 
that may happen to meet the practical demands of routine 
assessment. The latter include Babcock’s deterioration scale 
(Babcock, 1930), originally devised to provide a quantitative 
measure of deterioration in the organic psychoses, and the 
Wechsler-Bellevue intelligence scale (Wechsler, 1941), both in 
its original form and as modified by Reynell (1944), for assess- 
ing post-traumatic intellectual loss. We have also made an 
eclectic use of the various types of test advocated by Gold- 
stein to assess disorders of abstraction and conceptual thought 
(Goldstein, 1942: Goldstein and Scheerer, 1941; Trist and 
Trist, 1943). In studying more specific disabilities, especially 
of language, certain of the tests devised by Burt (1922), Head 
(1926), and Weisenburg and McBride (1935) have found appli- 
cation in our work. In general, although we take full advan- 
tage of existing norms for tests, we have not been chary of 
modifying an accepted procedure if this appears to be in the 
best interests of clinical expediency. What is thereby lost in 
statistical certainty may, it is hoped, be compensated by re- 
sulting gain in practical utility. 
; Cognitive Disability in Cases of Cerebral Lesion 

I now pass on to review our work on assessment of intellec- 
tual disability in cases of cerebral lesion. Although it has been 
possible to do a certain amount of work on acute conditions, 
this in general is of research interest only (Paterson, 1942 ; Pater- 
son and Zangwill, 1944a ; Zangwill, 1945). The routine activity 
of the psychologist centres round the assessment of residual dis- 
ability. Every patient in whom intellectual impairment is either 
suspected or to be excluded is referred to the psychologist 
for examination before discharge. But we make it a general 
rule that every case of this nature should first be seen by the 
neuropsychiatrist, who can not only advise on specific psycho- 
logical investigations but also determine, where necessary, if 
mental testing in any form is desirable. 1 need not stress the 
pronounced catastrophic reaction to which many organic 
patients are prone and which in outspoken cases renders de- 
tailed testing inexpedient. In the post-traumatic conditions, 
likewise, admixture of psychoneurotic symptoms may render 
it essential that any mental testing done should be under inti- 
mate psychiatric direction. If only for these reasons, it is my 
firm opinion that the psychologist should invariably work in 
the closest association with the psychiatrist and, from the point 
of view of clinical management, under his personal direction. 
I have already indicated that my outstanding good fortune in 
this respect has preserved me from many of the pitfalls that 
beset the non-medical investigator. 

The patterns of intellectual disability liable to be associated 
with cerebral lesions are so diverse that a comprehensive re- 
view would be out of the question. I shall therefore make 
no mention here of our work on the grosser syndromes recog- 
nized by clinical neurology—the aphasias, apraxias, agnosias, 
and disorientations—nor the well-recognized syndromes, such 
as confusion and dementia, which fall in the province of psy- 
chiatry. I shall also omit discussion of the conceptual dis- 
orders to which Goldstein and his school (1941, 1942) have 
devoted attention and which we have had occasion to study in 
cases with lesions of the frontal lobes: I shall confine myself 
to a brief selection of our findings which have had a decided 
practical bearing on the work of this unit. 
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Firstly, we have been greatly struck by the prevalence of cog- 
nitive disabilities which, in more outspoken form, are rightly 
ascribed to focal lesions. In many cases, of course, the appear- 
ance of such disabilities is not surprising, as they reflect re- 
sidual impairment from an appropriately localized lesion. Even 
so, in their reduced form of persistent defect of spelling, gram- 
mar, calculation, word choice, visual synthesis, or spatial judg- 
ment, they not uncommonly elude routine neurological exami- 
nation. A more interesting finding, to which my colleague Dr. 
Paterson has already drawn attention (Paterson, 1944), is the 
prevalence of this type of disability in the clinical picture of 
what is usually termed generalized post-traumatic intellectual 
impairment. In this condition, disabilities of a relatively speci- 
fic character can often be detected on careful examination and, 
as Paterson (1944) insists, almost certainly have localizing 
significance. I may add that their practical significance is 
often very considerable. 


Secondly, we have been able to establish beyond reasonable 
doubt that focal disorders of visual perception, manual skill, 
language, and calculation, in their incipient or residual forms, 
commonly take the shape of what the psychologist, is wont to 
call decrement of special abilities.* Thus cases showing a very 
mild residual dysphasic syndrome are prone to fail rather 
grossly on special tests of high-grade comprehension and reason- 
ing well within their previous grasp. This disturbance is 
often described by the patient himself in terms of difficulty in 
ordering his thoughts or in expressing himself effortlessly in 
an exacting discussion. Mr. Norman Dott has suggested the 
term “supra-dysphasia” for this condition, which warrants 
wider recognition. The use of special tests gives a heipful 
objective check on the patient’s introspection, and is especially 
indicated in cases in which fine comprehension and formulation 
are of occupational relevance. We have likewise noticed that 
incipient or residual agnostic-apraxic disorders are almost in 
variably expressed on tests of intelligence stressing spatial 
judgment and manipulative skill. Tests of this character, often 
called “ performance tests” (Kohs, 1927; Pintner and Pater- 
son, 1935), appear well adapted to assess the finer grades of 
visual-constructive disability, and have the advantage of being 
thoroughly standardized in the normal. We have found them 
especially helpful in studying cases with lesions of the parieto- 
occipital region of either hemisphere, and gross deterioration 
of performance is not uncommon in cases which show no 
disturbance on the simpler tests that normally form part of 
the clinical examination for agnosia and apraxia. Here our 
field dovetails into clinical neurology. The importance of per- 
formance tests is further stressed by the fact that the majority 
of skilled and semi-skilled manual occupations make demands 
on precisely those forms of judgment and co-ordination re- 
quired for proper performance in the test situation. One may 
add that the existence of well-circumscribed disabilities, 
whether of language, visual analysis, or constructive capacity, 
raises in an acute form the whole problem of the cerebral 
representation of ability, and suggests a profitable mode of 
attack on the cortical localization of intelligence in man. 

Thirdly, we have found that some degree of memory or 
learning defect is outstandingly common in cases of cerebral 
lesion of all types. \n the past psychologists working with 
neurological materia! have been prone to concentrate on the 
deterioration of pre-existing knowledge and capacity. While 
this is no doubt both interesting and important, it is often of 
even greater practical consequence to ascertain whether a given 
patient retains his old capacity to learn from experience and 
to acquire novel information, habits, and skills. This question 
arises both with reference to the re-education of specific dis- 
abilities and to the advisability of re-settling patients in an 
occupation necessitating special training. As Isserlin (1923) 
showed in the last war, the use of experimental methods of 
studying memory often enables us to detect a degree of impair- 
ment too slight to make itself apparent on ordinary examination 
but quite severe enough to constitute a real practical disability. 


* The term “special ability ” is used here in a general sense with- 
out specific factorial connotations. Brig. Stephenson has suggested 
to me that the more typical forms of circumscribed disability (verbal, 
spatial, etc.) might find an interpretation in terms of the factor- 
psychology, and Lashley (1937) has made similar suggestions in a 
discussion of intelligence and cerebral localization in general. 


In our own work we have not uncommonly found that a 
relatively severe learning defect is quite consistent with good 
preservation of the previous level of knowledge and ability. 
The learning defect in some cases appears general, affecting all 
spheres of psychological function (as in the Korsakov syn- 
drome, but in much less degree). In other cases, however, 
especially those with focal lesions, the learning defect is often 
restricted to a particular performance field, such as language 
or spatial orientation. Here it almost certainly has localizing 
value, and may persist long after the grosser focal symptoms 
have cleared up. We have found simple learning tests (Zang- 
will, 1943) of decisive help in assessing memory defects, both 
local and general in type. Their use in post-traumatic condi- 
tions, especially, is to be advocated as a routine procedure. In 
this connexion I may recall that Air Vice-Marshal Symonds 
has commented that the post-traumatic patient not uncommonly 
gives the impression of being less of the man and more of 
the child (Symonds, 1940). Perhaps I may be allowed to add 
that so far as his memory is concerned he is liable to give 
us the complementary impression of being less of the young 
adult and more of the old man. 

As a postscript to this review of assessment I should like to 
call attention to certain points of method which have special 
relevance to the psychological worker. In the first place one 
must never allow oneself to forget that every response on a 
mental test must be evaluated with strict reference to the con- 
ditions under which it is elicited. Organic symptoms at the 
psychological level are by no means always absoluie and 
constant in the sense of a visual field defect or a total aphasia. 
Even at the level of the cerebral integration of ocular move- 
ments, Gordon Holmes (1938. and others have stressed the 
part played by interest and incentive in calling forth a response 
that cannot be elicited under the ordinary conditions of clinical 
examination. In ideational apraxia it is well known that the 
complex acts involved in purposive manipulation of objects 
can often be performed normally in an accustomed and 
properly motivated sefting. It is only when the same acts are 
demanded under the relatively artificial conditions of examina- 
tion that the patient is apt to break down and display his 
disability (Lange, 1936). It is therefore only to be expected 
that the results given on tests of the higher mental functions 
in the psychological laboratory will by no means necessarily 
give one an adequate appraisal of the patient’s capability to 
handle comparable tasks under everyday conditions. This diffi- 
culty can never be wholly overcome in experimental psycho- 
logy, and, if only for this reason, I should like to pay special 
tribute to Miss de Brisay and her staff of occupational thera- 
pists at this hospital, who have ungrudgingly given us the 
benefit of their experience and observation in arriving at a 
just appraisal of a patient’s work capacity. But for their help 
much of the work undertaken in the psychological laboratory 
would have remained academic and sterile. 

In the second place, I would like to call attention to the 
variability, fluctuation, and proneness to fatigue of brain- 
injury performance on sustained mental work. This was well 
brought out by Goldstein (1919, 1942) in his careful laboratory 
studies during the last war, and has again been raised by 
Paterson (1944) in view of our similar experience to-day. It 
follows that an assessment based on a single short psychologi- 
cal examination may give a most misleading impression of a 
brain-injured patient’s capacity to cope with protracted work. 
We therefore prolong psychological, observation and _ testing 
over a lengthy period—in some cases over weeks and even 
months—in order to reach a fair appraisal of the true level. 
We also check our findings at frequent intervals against the 
patient’s work record in the occupational therapy department. 
In special cases we have even arranged to give a patient an 
extended practical trial in a line of work akin to his own 
and under realistic conditions. A procedure of this kind, 
though not always easy to arrange, can be exceptionally 
rewarding. 

Applications to Differential Diagnosis 

The experience which we have gained in delimiting the finer 
grades of organic intellectual impairment has proved of help 
from time to time in differential diagnosis of organic and 
psychogenic sequelae of head injury. In the field of memory 
impairment, for example, our work with appropriate tests 


. 

e 
t 
1S 
n 
ut | 
re 
' 
e- 
a 
le 

le 
In 
e, 
1e 
le 
e 
1e 
in 
in 
ht 
id 
ly Pg 
id 

_| 
n- 
of 
1e 
in 
C- 
ha 
ty 
s- 
er 
st 
al 
1e 
O- 
1e 
1c 
e- 
1S, 
er i 
ly 
in 
n. 
in 
at 
| 
g- 
S, 
ve 
in 
lf 
od 


250 25, 1945 


PSYCHOLOGICAL WORK AT A BRAIN INJURIES UNIT Og 


(Zangwill, 1943) has proved valuable in enabling one to dis- 
tinguish with fair confidence between a true organic decre- 
ment of learning and the more capricious interference with 
memory so often found in the psychoneuroses. Our work in 
assessing milder grades of dysphasia has likewise given us 
some basis for evaluating non-organic disorders of language. 
Cases of psychogenic stammer, for instance, seldom show 
decrement on verbal intelligence tests, which is the rule in 
focal dysphasic conditions. Atypical behaviour on aphasia 
tests has also led us on occasion to suspect an emotional in- 
volvement which psychiatric opinion confirmed. 

Among more specific psychodiagnostic methods which we 
have explored I shall mention only the Rorschach method 
(Klopfer and Kelley, 1942). Our experience with this proce- 
dure has been rather less happy than that of some of its more 
zealous advocates. In rare cases this method has provided 
important data bearing on post-traumatic deterioration or has 
given us evidence of an abnormal personality make-up com- 
plicating the organic reaction. In the majority of post- 
traumatic cases, however, the test findings have added little of 
real value to expert psychiatric assessment. 

In the earlier stages of the war we found intelligence tests 
very helpful in distinguishing between deterioration and _pre- 
existing mental deficiency. With the adoption of large-scale 
selection techniques, however, high-grade defectives have 
practically vanished from our Service material. 


Re-education 


I come now to the last major province of our work—namely, 
its bearing on re-educational procedures. Under Mr. Norman 
Dott’s tireless enterprise the joint activities of the clinical. 
psychological, and auxiliary therapeutic members of the unit 
have reached a very high level of integrated endeavour. The 
psychologist’s contribution can be summarized under three 
headings. These are, first, advice regarding re-educational 
procedures in patients with psychological handicaps ; secondly, 
periodic psychometric assessment of ‘progress made; and, 
thirdly, preliminary exploration of techniques which might 
govern re-education of special disabilities. 

Advice as to method of re-education is based on careful in- 
vestigation and testing in individual cases. This involves not 
only proper mapping-out of the major disabilities but also 
determination of the patient’s probable capacity to profit from 
training in the various performance fields affected. The 
choice of any particular method of re-training is governed both 
by general principles, in particular those laid down by Gold- 
stein (1919, 1942), and by the balance of findings in the indi- 
vidual case. Direct re-training, in which the lost function is 
built up anew by tuition and exercise, is indicated especially 
in the expressive speech disorders. /ndirect training, making 
play with what have been called substitution and detour 
methods, is generally called for in cases with receptive lan- 
guage disorders, especially reading. The particular programme 
of re-education in any given case will thus depend very largely 
on the individual patient and the balance of ability and dis- 
ability which he presents. 

Assessment of progress in patients undergoing prolonged 
re-education on account of psychological disabilities is under- 
taken every two or three weeks. In a considerable number 
of cases, for the most part aphasics undergoing prolonged 
speech therapy, we have been able to obtain detailed records of 
progress during the whole course of rehabilitation. Evaluation 
of this material is helping us to arrive at conclusions bearing on 
the types of aphasic syndrome which yield most adequately to 
re-education and the optimal length of treatment indicated. 

We have undertaken some experimental studies of re-educa- 
tion methods with especial reference to reading, writing, and 
calculation. This work has been done with the active col- 
laboration in the first place of Mrs. H. Mitcheltree, formerly 
speech therapist to this hospital, and more recently of Miss 
E. Butfield, my present colleague in the unit. We have devoted 
considerable attention to re-training alexic patients on the 
compensatory basis of kinaesthesia and touch, in some cases 
with conspicuous success. We have also made special investi- 
gations of acalculia with a view to improved re-educational 
procedures. Here, too, our tentative methods have met with 
limited success. Another field to which we have devoted 


study is the re-education of brain-injured children. Here the 
position is complicated by the fact that we have to consider 
not only the re-education of what has been lost but the 
educational prognosis. Intensive study associated with practi- 
cal educational work has in some cases enabled us to advise 
both parents and teachers as to educational management of 
children with residual dysphasia and other types of scholastic 
handicap. This field obviously calls for development, but 
careful follow-up studies will be needed before general con- 
clusions can be drawn. 
Rehabilitation 

The results of psychological examination have not infre- 
quently been of help in formulating a general course of 
rehabilitation and occupational therapy. Thus timely recogni- 
tion of high-grade defects such as colour agnosia, impaired 
spatial judgment, and constructive apraxia has on occasion 
helped to guide Miss de Brisay and her staff in fitting the 
most adequate available course of occupational therapy to 
the individual patient. Reciprocally, the therapists’ observa- 
tions have not uncommonly called our attention to special 
disabilities displayed in a practical setting and suggested more 
intensive laboratory investigation. 


Disposal and Resettlement 


The psychologist has sometimes been in the position to 
contribute to practical problems of disposal and resettlement 
by placing his observations in the hands of those called upon 
to assess an individual case and advise as to his future. In 
some cases our observations, when taken together with work 
records in the occupational therapy department, have provided 
material of direct relevance both to optimal disposal and to 
proper assessment of compensation and pension claims. 


Fundamental Research 


The material at the Brain Injuries Unit has proved a veri- 
table gold-mine from the point of view of research on funda- 
mental psychological problems. Owing to war conditions and 
practical exigencies it has not as yet been possible to commu- 
nicate all of our material, but I may mention some work on 
orientation in the confusional state that it has been my 
privilege to undertake in collaboration with Dr. Andrew 
Paterson (Paterson and Zangwill, 1944a) and a joint commu- 
nication from us on visual agnosia and disorientation associated 
with lesions of the non-dominant hemisphere (Paterson and 
Zangwill, 1944b). On the more specifically psychological side, 
I may mention a preliminary report on clinical tests of 
memory impairment (Zangwill, 1943) and some observations 
on the Rorschach test in cases of acute head injury (Zangwill, 
1945). It is hoped to communicate further research studies 
shortly. 

Conclusions 

The main directions of psychological work undertaken in 
this unit during the past four years have been outlined. These 
include studies and assessment of high-grade intellectual 
defects, explorations of adjuvant techniques in neuropsychia- 
tric diagnosis, and practical contributions to re-education, 
disposal and resettlement. Some contributions to psychological 
research are also reviewed. 


I wish to thank Prof. D. K. Henderson and Mr. Norman Dott, 
the Directors of the Brain Injuries Unit, for their invaluable 
guidance, encouragement, and help; and Dr. Wm. McAlister, medical 
superintendent of this hospital, for his kind permission to study the 
case material. In its research aspects this work has been made 
possible by the support of the Rockefeller Foundation. 
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ACCIDENTAL INFANT SUFFOCATION 
BY 


W. , H. DAVISON, M.B., D.P.H., Barrister-at-Law 
H.M. Coroner, Birmingham 


No special study of the true incidence of infant suffocation 
appears to have been made in this country or the U.S.A. (see 
B.M.J., 1945, 1, 524). The information necessary for an analysis 
is not available to the investigator except through the coroner, 
and then only by his closest co-operation, and as over 70% 
of coroners have no medical qualifications their interest is 
mainly confined to the purely legal aspect of each case. Further, 
the coroner’s procedure precludes to a large extent the collec- 
tion of comprehensive data by anyone but that official himself. 
In England and Wales cases of death of infants from sus- 
pected suffocation are reported to the coroner of the district, 
either directly or indirectly, by the doctor called in to examine 
the child at death. If the doctor issues a death certificate cer- 
tifying the cause of death as asphyxia or suffocation the case 
reaches the coroner through the Registrar of Births and Deaths 
under Statutory Rules and Orders, 1927, No. 485, thus ensuring 
that it does not escape investigation. It may be that a coroner 
will act on the strength of the doctor's opinion as to the cause 
of death without necessarily having the confirmation of a post- 
mortem examination. Prior to 1927 this was usually the case, as 


coroner authority to order a post-mortem examination without 
necessarily committing the case to an inquest if death was found 
to be due to natural causes. Since that date every death in 
Birmingham from suspected suffocation of an infant dying in 
bed with its parents or others, or found dead in a cot, has been 
the subject of a post-mortem examination conducted by a skilled 
pathologist. It will be appreciated that all these deaths were 
entirely unexpected and that no doctor had recently been in 
medical attendance upon the child during life. The result of 
this altered procedure is reflected in the statistics in the follow- 
ing manner. 
Birmingham Statistics 

During the seven years 1938 to 1944 the total number of 
deaths reported to me of which asphyxia was considered as a 
possible cause was 318. Of these, 108 occurred while the infant 
was in bed with its parent or other person, and as a result of 
post-mortem examinations only 18 of these 108 were shown to 
have died from asphyxia occurring mechanically. It is also 


significant that of the remaining 210 cases in which an infant 


died while sleeping alone in a bed, cot, or perambulator, post- 
mortem examination established mechanical suffocation as 
being the definite cause of death in only 6 cases. Of the deaths 


280 were due to natura! causes, 152 to respiratory infection 
alone, and 77 to a respiratory condition associated with otitis 


media. Table I sets out in detail the age distribution and 


causes of death in the 318 cases as determined by the post- 
mortem examination. 


Available statistics show that the total number of deaths 
attributed to asphyxia while in bed with parents or other persons 
in the Birmingham coroner’s area during the seven years 1918 
to 1924 was 130 when the estimated population was 550.000, 
as compared with 18 occurring during the seven years 1938 to 
1944 with an estimated population of 1,000,000. 

All the post-mortem examinations were conducted by skilled 
pathologists, including Prof. G. Haswell Wilson, professor of 
pathology, University of Birmingham ; Prof. J. M. Webster, 
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it was then not possible for a coroner to order a post-mortem 
examination without holding an inquest ; therefore the medical 
opinion as to the cause of death, based on circumstantial evi- 
dence and external examination only, was usually accepted. 
The Coroners’ (Amendment) Act, 1926, however, gave the 


director of the West Midland Forensic Science Laboratory ; 
Dr. J. M. Smellie and Dr. W. Carey Smallwood, honorary physi- 
cians and clinical pathologists on the staff of the Birmingham 
Children’s Hospital ; also the pathologists of the Children’s and 
the Maternity Hospitals, Birmingham, and others. 
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The findings as shown justify me in stating as my considered 
opinion that all deaths from suspected accidental infant suffoca- 
tion should be the subject of post-mortem examinations, both 
from the point of view of correct statistical information and in 
some cases to relieve the mother from mental torture or re- 
proach. Despite their grief, the relief of parents is often very 
apparent when informed that the death was due to circumstances 
beyond their control. Careful inquiries made in every case have 
revealed that there was a complete absence of prodromal symp- 
toms or any departure from the normal sufficient to justify the 
parent in seeking medical advice—in other words, death was 
entirely unexpected, even in those cases in which the cause of 
death was found to be respiratory or due to otitis media. It 
would appear that an infant could develop bronchopneumonia 
or capillary bronchitis without complications, or even accom- 
panied by otitis media, and die suddenly without warning, as is 
shown by a considerable number of the 229 deaths from these 
causes. 

Quite a number of the children in all groups were found 
prone or with the face turned into the pillow—borne out by 
post-mortem hypostasis—suggesting death from obstruction to 
the air passages ; and in the absence of other factors one might 
naturally conclude that death was caused by mechanical means. 


In the 11 cases of death from inspiration of vomit, inquiry 
into the circumstances of how and when the child was fed did 
not seem to have any direct bearing on the death. 

The total numbers of deaths due to mechanical suffocation in 
bed, cot, or cradle, etc., in England and Wales, taken from the 
Registrar-General’s Returns, for the years 1940, 1941, and 1942, 
were 308, 379, and 358, respectively (B.M.J., 1945, 1, 602). If 
the Birmingham figures are any guide, in view of the fact that 
the population is approximately one-fortieth of that of the 
country, it would appear that these figures are much too high, 
and that they would be corrected by the universal procedure of 
post-mortem examination. 

My experience is that doctors who, at the time of reporting a 
death, honestly believed that a child had been suffocated by 
mechanical means have frequently expressed their surprise on 
attending the post-mortem examination, which showed that 
death was not due to these causes but to other factors. Conse- 
quently, I consider that every medical practitioner should act 
warily in such cases, and should so qualify his opinion as to the 
cause of death as to necessitate the coroner concerned using 
his powers to obtain the best opinion possible, by means of a 
post-mortem examination. 

It will be observed from Table I that all cases of children 
asphyxiated while in bed with the parents occurred during the 
first four months, and that all cases of asphyxia by mechanical 
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Chart showing annual deaths from mechanical suffocation 
while in bed with parents, or others, in Birmingham from 1916 
to 1944. 


means occurred during the first seven months of life. Seasonal 
incidence in deaths from respiratory infections and mechanical 
asphyxia is shown in Table II. Annual deaths from suffocation 
while in bed with parents or others occurring in Birmingham 
from 1916 onwards are shown in the accompanying chart. 


TaBLe II.—Seasonal Incidence, 1938-44 (Z years) 
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Attention is drawn to the fact that statistics relating to infant 
suffocation are misleading and err on the side of over-estimation. 
Circumstantial evidence that suffocation was the cause of death is 
not sufficient. 

Accurate information regarding the true position in a city of 
1,000,000 inhabitants revealed an incidence very much lower than is 
generally accepted. 

During the years 1938 to 1944, of 318 deaths considered as possibly 
due to asphyxia only 38 were shown to have been so caused; 18 of 
these resulted from mechanical suffocation while in bed with some 
other person, and 6 from mechanical suffocation while sleeping 
alone. The remaining 280 deaths were definitely ascribed to natural 
causes, principally bronchopneumonia, often with an associated otitis 
media. 

‘A post-mortem examination is indispensable as part of the routine 
investigation in every case where suffocation is considered a likely 
cause of death. Evidence in support of this is furnished by the 
Birmingham deaths, which show such a pronounced fall from 1929 
onwards, when this procedure was adopted. 

The number of deaths in infants reported to the coroner during 
the past three decades shows a very marked and progressive fall. 
This is undoubtedly due to many factors, including improved 
social and housing conditions, and the activities of the child weifare 
section of the public health authorities; but in the group in which 
death was the result of mechanical suffocation I feel that the presen: 
statistics for the whole country do not do justice to the real improve- 
ment that has taken place in recent years. 

The remedy rests in the first instance with the medical practitioner, 
and, failing him, with the coroner. 


POLYNEURITIS AFTER JUNGLE SORES 
A SERIES OF TWENTY-ONE CASES 
BY 
R. L. WARD, M.B., B.S.Lond. 
Capt., R.A.MC. 
AND 
A. S. MASON, M.B., B.Ch. 
Capt., R.A.M.C. 


In a recent campaign in the Burmese jungle British and Indian 
troops were fighting for upwards of five months under appalling 
geographical and climatic conditions. | During the operation 
many of these men developed multiple indolent ulcers, mainly 
on their limbs, and commonly known as “jungle sores.” It 
was noticed that several of those who had suffered from jungle 
sores contracted a peripheral neuritis later. This paper 
describes a series of such cases. Owing to war conditions it has 
been impossible to make satisfactory laboratory investigations , 
for the same reason the literature on the subject was not avail- 
able. Therefore this description must be considered from the 
purely clinical standpoint. 


Clinical Data 


Twenty-one cases of peripheral neuritis were seen in hospital. 
Of these, 11 were admitted complaining of symptoms referable 
to their neuritis ; nine because of malarial relapse, and one with 
jungle sores. All of them had suffered from jungle sores, but, 
except for Case 19, the ulcers were healed at the time of admis- 
sion. The number of ulcers on each man varied from 2 to 40, 
with an average of 14. The commonest sites were the lower leg 
and forearm. Ulcer scars were also found on the wrists, ankles, 
arms, buttocks, and shoulders, in that order of frequency. The 
average healing time was 8 weeks, but varied from 4 to 17. 
The description of the jungle sores as given by the patients in 
no way differed from the unhealed sores seen by us. A typical 
one was about } in. in diameter, circular or oval in shape. It 
presented a punched-out appearance, with a necrotic sloughing 
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base and unhealthy purple edges ; but the local reaction was 
slight, and was confined to the margins of the ulcer. 

The clinical course of all cases in the series was remarkably 
constant, and the sequence was as follows. In 16 cases 
the first symptom of nervous involvement was blurring of 
vision, the common complaint being that after reading two 
or three pages the print became blurred and reading was impos- 
sible. This symptom was usually noticed about seven weeks 
after the jungle sores began. The earliest it appeared was in 
four weeks and the latest 12. The average duration of blurred 


‘vision was four weeks, the eyesight returning to normal after 


this time. In all patients there was disturbance of sensation. 
In four cases it synchronized with blurring of vision, but in the 
remainder it occurred three weeks dater. The average time 
between the onset of jungle sores and the appearance of sensory 
disturbance was 10 weeks. Sensory symptoms, consisting of 
tingling, numbness, and coldness of the extremities, were often 
severe enough to make the men report sick. In the milder cases 
these paraesthesiae were the only complaints ; however, others 
later complained of difficulty in walking and writing. The pic- 
ture in its most sevre form was completed by progressive 
weakness of the limbs spreading to involve hips and shoulders. 


corresponding reflex was absent or sluggish. Muscle tone was 
normal in all cases and wasting of muscles did not occur. 
Except for these findings in the C.N.S., physical examination 
was negative. The cases fell into the age group 20-30. The 
general condition of all was good. No anaemia, glossitis, or 
malnutrition was observed. Clinically there was no cardiac 
abnormality and the pulse was normal in rate and rhythm. The 
gastro-intestinal tract was also normal. 


Mild Cases 


The cases may be classified according to the severity of their 
disability. Eleven were classified as mild—i.e., disability 
unnoticed except when attempting physical exertion. A typical 
example of this group was Case 8. 


Case 8—Admitted to hospital for malaria. Also complained® of 
tingling and numbness of hands and feet. Stated that he found it 
difficult to march more than a mile. Jungle sores began in Burma, 
followed 8 weeks iater by blurring of vision. Four weeks later the 
paraesthesiae started and the jungle sores healed. No history of 
diarrhoea. On examination, nutrition good. No evidence of 
avitaminosis or anaemia. Scars of healed jungle sores on legs. All 
systems except C.N.S. normal. C.N.S. examination: pupils regular, 
equal, reacted to light and accommodation: al] cranial nerves 


Synopsis of Cases 
‘ Jungle Sores | Accommodation | (a) Sensory Sensation a (b) Weakness 
ase | Symptoms. | (c) Disability 
Healing | y Posture Affected Tendon Reflexes 
No. | | Affected (a) Onset Onset | Group 
No. | Anaes. Affected ? | Arms Legs 
>R 

3 13 No N.A. 13 | +++ | Allabs. ? 
4 | 12 4 Yes 4 4 + | + + | +++ | Rt. AJ. and Rt. K.J. i 
++ A.J.s and K.J.s abs. 
6 16 8 a 4 8 - +4 +++4 All abs. 3 
10 5 8 ++ A.J.s and Z.J.s abs. 
12 8 i2 + + 44. AJ.s and K.J.s abs. 
5 | | ++ + All abs. 
| 0 | 6 No N.A. 6 +4 ! 
12 30 8 Yes 8 7 + + + a 3 
13 8 | 8 No N.A. 10 2 
14 OI 7 12 Yes 12 | 14 + + ++ +++ | AJ.s and K.J.s abs Z 

17 10 8 12 16 + + +++ 
18 6 8 No N.A. 12 + + + A.J.s and K.J.s abs. ! 
19 8 N.A, 14 +++4+ ++++) Allabs. 3 
20 14 8 Yes 6 | 15 + 
21 14 16 12 | 16 = + 

- Weakness of grip/foot. : 2 = Routine life impeded. 
- Weakness up to and including forearm/leg. 3 = Bed-ridden. 


+ + = Weakness up to and including upper arm/thigh. 
+ 


= Weakness up to and including shoulder/buttock. 


In addition anaesthesia of the extremities, astereognosis, and 
ataxia were present. From a shuffling walk with feet apart the 
gait deteriorated until walking was impossible. 

Examination of the nervous system in these cases showed the 
characteristic signs of a polyneuritis. In addition to this, para- 
lysis of accommodation was a marked feature of the disease. 
However, in the few cases in which eyesight was blurred during 
stay in hospital the pupils reacted to light and to accommoda- 
tion. The phenomenon was subjective, and was shown by 
defective near vision. There was paresis of a lower motor 
neurone type, peripheral in distribution ; maximum weakness 
being in the hands and feet. The weakness spread centripetally, 
but recovery took place in the reverse direction. Loss of power 
was more pronounced in the extensor than in the flexor muscle 
groups ; although characteristically bilateral, it often predomi- 
nated on one side. The cistribution of the paresis in no way 
followed that of the jungle sores. Impairment of sensation 
followed the distribution of the paresis, all forms being affected, 
including postural sense. In the severe cases astereognosis and 
ataxia were present. Increased muscular tenderness was rare. 
Vasomotor disturbances were seen in a few cases, as evidenced 
by blueness and coldness of the extremities. It was observed 
that the area affected by paraesthesiae was larger than that of 
actual anaesthesia. Tendon reflexes of the affected limb were 
either absent on admission or rapidly disappeared. Even when 
there was minor disturbance of motor and sensory function the 


normal; bilateral weakness of grip and dorsiflexion and plantar 
flexion of feet; no. other muscular weakness; no disturbance of 
muscle tone; slight impairment of all forms of sensation over both 
feet; postural sense slightly impaired: ankle- and knee-jerks absent 
bilaterally; all other reflexes present. Gait fair while wearing light 
shoes; with boots, dragging of toes and walking with feet abnormally 
wide apart, this being accentuated when the eyes were closed. In 
two weeks paraesthesiae had disappeared. In three weeks power 
was returning to normal, and the patient was discharged from 
hospital, knee- and ankle-jerks still being absent. 


Moderately Severe Cases 

In seven cases, classed as moderately severe, the disability was 
sufficient to impede the patient’s everyday life. Case 1 is an 
example. 

Case 1.—Admitted for symptoms referable to polyneuritis. | Nine- 
teen weeks before admission jungle sores started, and 12 weeks later 
he noticed blurring of vision. Three weeks before admission, onset 
of increasingly severe tingling in hands and forearms. Simultaneously 
walking became difficult. Weakness was progressive, until on the 
date of admission he could scarcely walk. Fine movements of 
hands were clumsy. Abnormal physical signs: Pronounced bilateral 
weakness of grip and forearms; moderate weakness of upper arms: 
marked weakness of feet, legs, and thighs; some degree of left 
foot-drop; in all limbs extensor muscle groups were weaker than 
the flexor; partial anaesthesia of ‘“ glove-and-stocking type 
bilaterally; postural sense very poor; astereognosis and ataxia 
marked. All tendon reflexes absent. Progress: Power returned 
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steadily; in two weeks foot-drop disappeared. After three weeks 
fine movements of hands became possible and anaesthesia was 
absent. Patient was discharged after six weeks; shortly beforehand 
paraesthesiae had gone, but although power greatly improved, it 
would not permit severe exertion. 


Severe Cases 


Of the series only three cases became bed-ridden; one of 
these is described. 


Case 12.—Gave a history of jungle sores beginning two months 
previously; finally healed a few days before admission. Present 
complaints: tingling of extremities, unsteadiness of gait, and blurring 
of vision. These occurred at approximately the same time as the 
sores healed. On examination, general condition good. No 
evidence of avitaminosis or anaemia. Scars of healed jungle sores 
oy legs and forearms. All systems normal except C.N.S. C.N.S. 
examination: pupils and cranial nerves normal; weakness of grip— 
L.> R.; slight weakness of extensors of wrist and dorsiflexors of 
ankle; no anaesthesia; upper-limb tendon reflexes present; ankle- 
and knee-jerks absent on both sides. Two days after admission :— 
Tendency to foot-drop, L.>R.; impairment of all forms of sensa- 
tion up to knees; astereognosis present; biceps jerks now absent. 
There followed a rapid increase in weakness, maximal peripherally 
and spreading towards the trunk. Ten days after admission :— 
Patient unable to move either arms or legs; muscles of both hips 
and shoulders weak; sensation bilaterally impaired up to the elbows, 
and on legs up to and including the perineum; no disturbance of 
sphincters; all tendon reflexes absent; cremasteric and abdominal 
reflexes present. One month after admission:—First signs of re- 
covery appeared ; power of hips and shoulders began to return. Six 
weeks after admission:—Able to lift arms above head; power 
returning to upper arms and thighs; foot-drop improved; area of 
anaesthesia greatly diminished. Eight weeks after admission :— 
Able to use hands and stand with support; extremities still weak 
and with impaired sensation; all tendon reflexes absent. The 
paraesthesiae, which had disappeared at the time of maximum 
anaesthesia and had returned in the early stages of recovery, now 
left him entirely. At this point the patient was transferred to a 
rehabilitation centre. 

Discussion 
There is no doubt that these patients were suffering from a 


polyneurit's, the aetiology of the condition being the main point ~ 


of interest. Chemical poisons such as arsenic can be excluded 
as the aetiological agent, since no patient gave a history of 
exposure to this. Acute infective polyneuritis is excluded on 
the natural history of the disease, the onset in the series being 
insidious and the course afebrile. It remains to decide whether 
the polyneuritis is the result of a vitamin deficiency or is due 
to a bacterial toxin. Cases of vitamin B deficiency were seen 
in troops engaged in the same operation ; the picture presented 
by these was primarily one of wasting and diarrhoea, with 
glossitis. Polyneuritis, when present, was mild and responded 
guickly to intensive vitamin therapy. 

In the cases under discussion the polyneuritis, as has been 
shown. could be completely disabling, and was not influenced 
by adequate doses of the vitamin B complex. Moreover, the 
nutrition of all cases was good, despite the conditions under 
which they had been living, no glossitis end no diarrhoea being 
noticed. 

Since a constant association between jungle sores and a sub- 
sequent polyneuritis was noticed, it is likely that a toxin, elabor- 
ated by bacteria infecting these ulcers, was the responsible agent. 
Clinically a marked similarity exists between jungle sores and 
the desert sores seen in troops of the M.E.F. It was found that 
a number of desert sores were infected with diphtheria bacilli ; 
similarly these organisms have been isolated from jungle sores. 
In our series of polyneuritic cases, except for one patient, the 
sores were healed at the time of admission. From the unhealed 
sores of this case (No. 19) diphtheria bacilli were isolated. 
However, a week after admission this patient developed faucial 
diphtheria ; therefore it is difficult to decide whether the poly- 
neuritis was due to the faucial or to the extrafaucial infection. 

The time of onset of polyneuritis indicated the latter. The 
outstanding clinical point in favour of a diphtheritic aetiology 
is the paralysis of accommodation noted in a large percentage 
of cases. It is also important to note that the neuritis was not 
locally related to those areas affected by jungle sores, In a few 
cases neuritis of the legs and arms followed when the ulcers 
had been present only on the arms, and vice versa. The loss 
of accommodation can also be explained by assuming a blood- 
borne spread of the toxin. This form of generalized peripheral 


neuritis is seen in both faucial and extrafaucial d'phtheria, and 
as a clincali entity differs from other types of polyneuritis. The 
number of ulcers did not influence the severity of the disease ; 
similarly, neither did the duration of unhealed jungle sores. A 
feature of interest was the fact that although Indian troops 
taking part in the same operation*developed jungle sores, no 
case of a subsequent polyneuritis was discovered. It is well 
known that diphtheritic infection is rare in Indians. 

From the above facts it is felt that all the cases represent a 
polyneuritis of diphtheritic origin. The value of Schick testing 
was obvious, but although every attempt was made to obtain the 
toxin none was available. Electrocardiographic studies would 
also have been valuable. The origin of a diphtheritic infection 
incurred in the jungle issobscure. These cases of polyneurit:s 
were drawn from all the units concerned in the operation. If 
a carrier was the source of infection it is likely that the cases 
would have been grouped in one unit. All troops came into 
contact with the native population, and it is more likely that the 
infection was introduced from them. However, no details are 
known of the incidence or carrier rate of diphtheria in the 
Burmese. 

From a military point of view this disease can cause a serious 
wastage of man-power. Even the mild cases will be unfit for 
jungle warfare for six months from the onset of their disability. 
The severe cases will probably take a year to recover fully. 
These men neither had been immunized against diphtheria nor 
had previously suffered from the disease. If the diphtheritic 
origin of this polyneuritis is accepted the question of prophy- 
lactic immunization will arise for troops engaged in future jungle 
operations. 

Summary 

Twenty-one cases of polyneuritis subsequent to jungle sores are 
described. 

The course of the disease followed a constant pattern. 

Sixteen out of 21 cases had loss of accommodation. 

In reviewing the aetiology it was considered most likely that the 
polyneuritis followed a diphtheritic infection of the jungle sores. 


We wish to thank Col. Wm. Morrison, M.C., F.R.C.S.Ed.,, officer 
commanding a general hospital, for his advice and friendly criticism, 
and also for permission to publish this article. 


ACUTE INFECTIVE POLYNEURITIS 


BY 
Cc. P. PETCH, M.B., M.R.C.P. 
A./Squad. Ldr. R.A.F.V.R.; Medical Specialist 


A form of acute polyneuritis apparently of infective origin is 
well recognized by neurologists but has received little attention 
in English medical textbooks. It is probably more common 
than polyneuritis due to the classical toxins, and seems often 
to be a source of diagnostic confusion. The following case, 
which appears to be typical, seems therefore worth recording. 


Case Report 


An air-gunner aged 23 was admitted to his station sick-quariers 
with a left facial palsy. On the day of admission he rapidly de- 
veloped “ pins and needles ”’ in arms and legs, with marked muscular 
weakness. The condition was recognized as a generalized one, and 
he was transferred to hospital. There was no sphincter disturbance. 
On admission to hospital it was elicited that he had had a bad cold 
and chill a fortnight previously. Apart from appendicectomy a year 
ago, he had always been healthy and never a heavy drinker. On 
examination he was afebrile, but appeared ill. A complete left 
facial palsy of the lower motor neurone type was present, but the 
other cranial nerves were normal. The fundus oculi was healthy. 
There was marked muscular weakness of arms and legs, with wing- 
ing of the right scapula. The proximal muscle groups, indeed, were 
particularly affected. Tendon reflexes could still be obtained on 
admission, but within a few days had entirely disappeared from the 
legs and left arm, and were feeble in the right arm. The muscles 
were flaccid and toneless. The upper abdominal reflexes were 
present, but not the lower; the plantars were flexor. No reliable 
sensory changes could be discovered, but the paraesthesiae were the 
cause of much complaint. The throat was clear, the nose a little 
congested. No K.L.B. could be isolated from a swab. Other 
systems were normal. Lumbar puncture on the day after admission 
showed a clear fluid under normal pressure, with no cells; protein, 
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45 mg. per 100 c.cm.; Wassermann reaction negative. Recovery 
from the facial palsy was rapid, being complete within a month. In 
the arms it was slower, but tendon reflexes were present in three 
weeks and normal in four. The legs were slowest of all, and con- 
valescence was attended by much aching in the feet. After nine 
weeks the lower-limb reflexes could be obtained, with the exception 
of the left ankle-jerk. By 11 weeks he was walking well with the 
aid of a stick, and shortly afterwards was transferred for rehabilita- 
tion. All tendon reflexes had returned by this time, but there was 
residual weakness of the glutei and calf muscles, with still a little 
pain in the feet. 


Discussion 


A description of this condition, with post-mortem findings, was 
given by Gordon Holmes (1917) under Osler’s diagnosis of 
acute febrile polyneuritis. A more detailed account, based on 
30 cases, was published by Bradford, Bashford, and Wilson 
(1919). Transmission of the disease to monkeys from post- 
mortem material is described and its infectious origin held to 
be established. Hence the term “acute infective polyneuritis,” 
which has since been commonly used. In the present war a group 
of 7 cases has béen described by Barber (1940) under the title 
Polyradiculoneuritis (Guillain-Barré Syndrome),” which he 
gives reasons for considering the same as Holmes’s. From 
the descriptions this would appear reasonable, though Guillain 
(1936), writing 20 years after his original publication, still 
wished to draw a distinction between the syndrome known 
by his name and the type characterized by fever. The eponym, 
much used by French writers, pays tribute to his work on the 
subject. American authors have added other series in recent 
years. Forster, Brown, and Merritt (1941) describe 26 similar 
cases as “ polyneuritis with facial diplegia,”’ although facial 
involvement was not a constant feature, being lacking in four 
patients. They point out incidentally that their cases showed a 
much worse prognosis than is usually given, 11 ending fatally, 
and suggest that an increase in virulence of the hypothetical 
causative virus occurred at one period of their survey. An 
interesting possibility that has often been discussed is that 
Landry’s paralysis is a form of the disease under cansideration 
(Pinckney, 1936; Garvey and Slavin, 1938). A long list of 
synonyms is given in the recent editions of Osler’s Medicine. 

The importance of establishing the diagnosis is not entirely 
academic, in spite of our ignorance of the aetiology and the 
specific therapy. Cases are often labelled anterior poliomyelitis, 
and a much more serious prognosis given as regards paralysis 
than is warranted. On the other hand, failure to appreciate 
the possibility of involvement of the respiratory muscles may 
assist in fatal consequences. Points of differential diagnosis in 
poliomyelitis are given by Gordon Holmes as * the more rapid 
evolution and the more irregular distribution of the palsy, the 
frequent paralysis of the trunk muscles, and the usual absence 
of objective sensory symptoms in this disease.” It is also 
generally agreed that in the polyneuritis there is usually a con- 
siderable interval between the febrile episode, which may mark 
the onset of the illness, and the appearance of the characteristic 
symptoms. Recovery, too, tends to be complete. The C.S.F. 
findings show in polyneuritis an increase of cells—an acellular 
albuminosis, as it has been called. This was not marked 
in the present case, but the sample was obtained very early. 
I have usually noted higher figures for protein in civilian cases, 
which come to hospital at a later stage of the disease. On the 
other hand, seven of Forster, Brown, and Merritt’s cases had 
protein within normal limits, and they find that this cannot be 
explained on a time basis. 

This case was apparently a sporadic one, and no evidence 
of a local epidemic has been found. 

My thanks are due to the Air Ministry for permission to submit 


this note. 
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S. J. Carter (Ann. Surg., 1945, 122, 117), who records eleven illus- 
trative cases, maintains that serum amylase determination should be 
made in all chronic alcoholic patients if operation is contemplated 
for severe acute abdominal symptoms. 


Medical Memoranda 


Misleading Evidence in Establishing the 
Time of Death 
The rate of emptying of the stomach is considered a useful if 
subsidiary means of establishing the time of death in medico- 
legal cases. The following case presents unusual features in 
this connexion. 


Case REcoRD 


The dead body of a soldier aged 26 was admitted to the mortuary 
of a military hospital in the M.E.F. He had sustained severe head 
injuries when the truck which he was driving overturned, and he 
died 13 minutes later without recovering consciousness. The body 
was placed in the mortuary refrigerator 4 hours after death, and 
the necropsy was performed 14 hours later. 

The face and forehead were gashed and abraded, and the left 
maxilla driven backwards, with depression of the floor of the left 
orbit, indicating a severe blow on the face. The skull was widely 
comminuted and the undersurface of the brain lacerated. On sec- 
tion, the mid-brain was peppered with small perivascular haemor- 
rhages and the ventricular fluid was heavily blood-stained. The 
lungs contained a quantity of blood inhaled from the nasopharynx. 
A small tear was found in the liver, and the pelvis was fractured. 

The stomach was empty; but, lying free in the jejunum, 12 inches 
below the duodeno-jejunal fiexure, was a vulcanite denture with 
8 jagged points round the convex border, and bearing one artificial 
tooth. Its shape was roughly triangular, the base 38 mm., the 
altitude 25 mm., and it was curved to fit the hard palate. Passage 
of the denture appeared to have caused no injury to the food 
channels. 

COMMENT 

Subsequent interrogation of a companion in the truck disposed 
of the idea that the deceased had swallowed his denture before the 
accident, and it is reasonably certain that it was dislodged at the 
time of the facial injury. It would appear that the denture had 
then been swallowed while the patient was unconscious, and passed 
through the oesophagus, stomach, and duodenum into the jejunum, 
travelling 45 inches from its original position in the mouth in the 
course of 13 minutes. 

Sydney Smith in his Forensic Medicine states that after a full 
meal food begins to leave the stomach in 15 minutes, and that the 
stomach is empty in 2 to 5 hours: that a barium meal passes through 
the stomach almost at once, but that metallic foreign bodies may 
be retained in the stomach for days; and that food travels through 
the small intestine at the rate of about 6 feet in an hour. 

The surprising distance travelled by the denture may have been 
due to accelerated peristalsis during life or persistent peristalsis 
after death; but, in either case, had the time of death been unknown 
the evidence of the denture would have proved misleading. 

AtAN D. Moraan, M.B., Ch.B., 


Central Pathological Laboratory, 
M.E.F. Major, R.A.M.C. 


Scabies and D.D.T. 


The success of D.D.T. in preventing infection by lice has 
caused many people to wonder whether it has any effect on 
scabies. There is little information about this. Buxton (1945) 
in his excellent account of D.D.T. does not mention scabies, 
but in the discussion of his paper K. Mellanby says—* D.D.T. 
is certainly not to be recommended for the treatment of scabies.” 
To determine whether D.D.T. has any prophylactic action 
against scabies, I examined. in conjunction with Major G. A. 
Hodgson, a series of infected soldiers to see how many had 
been wearing impregnated shirts or had been using D.D.T. 
powder regularly and recently ; “ recently was interpreted as 
being within the last two months. We obtained the following 
results : 


Scabies Patients | Controls 
Ceses Yes No | C:s s Yes 
G.A.H. ..| 48 | 23(48%) | 25(52%) | 111 | 46 (41%) | 65 (59%) 
F.F.H. .. | 52 | 29(56%%) | 23 (44%) | 100 | 64 36 
Total .. | 100 | | 211 | 110 (52-29%) | 101 (47-82%) 


(‘‘ Yes” signifies wearing an impregnated shirt and/or having used D.D.T. 
powder regularly within the last two months.) 

The difference between the proporiions protected in the two 
series is due to their having been observed, purposely, in two 
different areas. The almost exact identity between the scabies 
patients and the controls shows that D.D.T. has no preventive 
action against the acquirement of scabies. 

F. F. Hevvier, M.D.. F.R.C.P., 
Lieut.-Col., R.A.M.C.; 
Adviser in Dermatology, 21 Army Group. 
REFERENCE 
Buxton, P. A. (1945). Trans. roy. Soc. trop. Med. Hyg., 38, No. 5, 367. 
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A Method of End-to-end Anzstomosis in the 
Small Intestine 


In lesions of the small intestine requiring resection speed is of 
very considerable iraportance in war surgery, and side-to-side 
anastomosis is therefore seldom done because, while giving a 
very satisfactory union, it is undoubtedly time-consuming. The 
common method of end-to-end anastomosis is to unite the cut 
ends with two layers of sutures—an inner “all-coat” and an 
outer “ sero-muscular "—but this method has two disadvantages. 
In the first place it is often found that closure of the mesenteric 
angle gives rise to some difficulty, and at the end of this part 
of the anastomosis there is sometimes a fzeling that one’s 
technique at this stage has not been quite up to standard. 
Indeed, this fact has lately been uncomfortably proved at the 
necropsy of a patient dying of paralytic ileus oes peritonitis, 
where a small localized abscess was found within the mesenteric 
angle. The second disadvantage is that the two layers of 
sutures produce a thick and rigid anastomotic line predisposing 
to mechanical obstruction. 

The following method of anastomosis has been devised to 
overcome these difficulties and to reduce the operative time. 
The diagrams explain the stages of the operation. 


METHOD 


Having determined the line of bowel resection, the mesentery of 
the efferent loop is divided at this level, but with the afferent loop 
the mesentery is divided | in. proximal to this line, thus leaving | in. 
of bowel without mesenteric attachment (Fig. 1). Next, three cat- 
gut (00) sutures are introduced from without inwards into the 
efferent gut. These sutures are inserted 1 in. distal to the line of 
resection and are placed equidistantly around the circumference of 
the gut, with one suture at the antintesenteric border. Each stitch 
is then brought out through the end of the efferent loop, the 
corresponding part of the end of the afferent loop is picked up, 
and the stitch returns within the lumen of the efferent loop again, 
to emerge close beside its point of entry, where the ends are tied 
(Figs. 2 and 3). Thus the afferent loop is invaginated within the 
efferent loop and the cut ends of the mesentery are now in apposi- 
tion. A continuous suture, picking up all coats of the cut end of 
the efferent loop, and the sero-muscular coats of the afferent loop 
at the level of mesenteric attachment, now completes the anastomosis, 
and the mesenteries are united by interrupted stitches (Fig. 4). 
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COMMENT 


The advantages of this method are that it is quick and easy 
to perform and makes leakage at the mesenteric angle impos- 
sible. In addition it is felt that it offers less resistance to 
normal peristaltic movements along the gut. 

Two criticisms may be anticipated: (1) Bleeding at the cut 
end of the afferent loop has not been controlled. In practice, 
noticeable bleeding has not occurred here, probably because 
of the distance below the mesenteric attachment at which the 
gut is divided. (2) The passage of the three interrupted sutures 
within the lumen of the gut might be considered to spread 
infection. This obviously is of no importance in war surgery, 
where gross soiling is inevitably present ; and even for “ clean ” 
resections this soiling can be of little importance until we more 
nearly approach the ultimate goal of aseptic anastomosis. 

Excluding patients who have died within 24 hours of opera- 
tion from the severity of their wounds, this method has now 
been employed in 6 cases, 5 of whom survived. The one death 
occurred on the 4th post-operative day from gas gangrene of 


the abdominal wall, and necropsy showed no intraperitoneal 
trouble and a sound anastomosis. 

Access to the literature is impossible at present, but it is felt 
that an operation of this type has possibly been described 
before. Personal ignorance of the existence of such a technique 
has, however, prompted the description of this method of 
anastomosis. 

J. SETON PRINGLE, F.R.C.S.L&Eng., 
Major, R.A.M.C. 


Two Cases of Air Embolism 


In view of recent references to air embolism the following two 
cases may be of interest. 
Case | 

Mrs. L., aged 30, suffering from tuberculous infiltration of the 
right apex. Left lung healthy. Has had an artificial pneumothorax 
since March, 1944. Collapse satisfactory and well maintained ; 
patient making good general progress. 

After screening, a refill was thought necessary, and at 11 o'clock 
one morning a needle was inserted in the fifth intercostal space in 
the anterior axillary line, as was customary -with this patient. 
Pressure was —2, -4 and manometer movement was sluggish; a probe 
was used to make sure that the needle was clear, but readings per- 
sisted. A little air, less than 50 c.cm., was blown through to clear 
the needle. Patient remarked, ‘* Something funny is happening, 
Doctor. I think I am going to faint.’ The needle was withdrawn 
forthwith. Mrs. L. then became unconscious with eyes wide open 
and stertorous breathing. Pupils were widely dilated; pulse almost 
imperceptible though colour remained good. A fine tremor was 
present throughout the whole body. About ten minutes later the 
pulse was quite imperceptible and paresis of the left side of the 
face was noticed. Two c.cm. of nikethamide solution was given 
intravenously. Dilatation of pupils decreased somewhat, the eyes 
closed and resisted opening; conjunctival reflex present. Tremor 
had ceased. The patient was put to bed between two hot blankets 
and with numerous hot-water bottles. About an hour and a half 
later she showed signs of returning consciousness and drank a few 
mouthfuls of tea. She relapsed again, and at 4.30 p.m. there was 
another fit of trembling with marked photophobia. A quarter of a 
grain of morphine was given. At 6 p.m. patient was conscious and 
rational but complained of severe post-orbital and frontal head- 
ache. She said that she was blind and could see nothing but a 
white sheet. Pupils were half dilated and she was obviously unable 
to see. 

Twelve hours later, after a restful night, patient felt well and her 
vision had improved to the stage where she could see objects, but 
she complained of their being fuzzy. Optic disks showed a degree 
of venous congestion and arteries appeared to be contracted. 
Nothing abnormal was discovered in the nervous system. Thirty 
hours !ater she had returned to normal except for a_ residual 
fuzziness of vision. Next day this had disappeared. There have 
been no apparent sequelae. The question of a possible hysteria 
arose and was considered, but the patient has shown no antipathy 
to treatment and has been twice refilled since without untoward 


effect. 
Case Il 


J. M., aged 19. Extensive tuberculous disease with cavitation in 
right lung. Artificial pneumothorax induced Sept. 20, 1944, and 
refilled at regular intervals. On the last occasion, one month after 
the above case, on the insertion of the needle for refill, before any 
air was passed and while a reading of —2.0 was being recorded, he 
suddenly complained that he felt dizzy. The needle was immediately 
withdrawn and the tip was found to be bloodstained. This patient 
did not lose consciousness, but he too complained of loss of 
vision. His pupils, particularly the left, were somewhat dilated; 
examination of the left disk showed in at least two arteries a short, 
moving, silver thread which was taken to be air: this disappeared 
in a few seconds, and perhaps fifteen seconds later the patient 
remarked, “‘I can see again now, but I still feel dizzy.’ After a 
few minutes’ rest he rose from the table unaided, and has had no 
more trouble other than a slight staining of the sputum about half 
an hour after the incident. 

COMMENT 


Hamilton and Rothstein (J.4.M.A., June 22, 1935) consider that 
air embolism occurs once in 500-1,000 cases, and that it is more 
frequent in patients whose pleura is thickened and in inductions. 
It was noticed in both the above cases that the needle seemed to 
pass through a thickened soft pleura. This hes been confirmed in 
the case of Mrs. L. on later occasions, when refills have been carried 
out without incident. More satisfactory pressure readings have 
been obtained on these occasions. 

The similarity of the condition to so-called ‘‘ pleural shock ”’ is 
noted. It was suspected after the first case that the true mechanism 
was air embolism, and the opportunity taken for immediate retino- 
scopy in the second case seems to confirm this. 

These cases emphasize the points made by Hamilton and Roth- 
stein: that the common practice of ‘ blowing a little air through 
the needle to clear it is one not unaccompanied by danger and is 
in fact to be firmly discouraged ; and, secondly, that the tubing from 
the apparatus to the needle should be as short as possible and of 
fine bore. In Case II this could have been the only source of air. 


Pritie H. M.B., Ch.B. 
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A PIONEER FRENCH PHYSIOLOGIST 


Frangois Magendie. Pioneer in Experimental Physiology and Scientific 

Medicine in XIX Century France. By J. M. D. Olmsted, M.D. With preface 

by John F. Fulton. (Pp. 299. $5.00.) New York: Schuman’s. 
The celebrated Frangois Magendie (1783-1855) had a curious 
upbringing. His father, a Bordeaux surgeon, as a faithful dis- 
ciple of J. J. Rousseau, let him remain undisciplined and without 
schooling until he was 10 years old. Two years before that the 
family moved to Paris to enable the father to enjoy the violence 
of the Revolution to the full. When Francois enterd on his 
medical studies Napoleon was throwing medical education into 
chaos with his innovations. However, France then had so many 
distinguished physicians and surgeons that the intervention of 
the State was less disastrous than might have been expected. 
Magendie soon came under the influence of Bichat, who in his 
short life of 31 years made a great impression on medicine. 
To-day he is chiefly remembered by his carry:ng his anatomy 
beyond organs to their constituent tissues. though curiously 
enough he distrusted the microscope. But in his own day he was 
also known as a vitalist who held that all v:tal phenomena were 
marked by “an instability which distinguishes them from 
physical phenomena remarkable for their uniformity.” On this 
Magendie, though himself a vitalist at that time, broke away 
from him, believing that this apparent instability was merely 
due to our ignorance. He therefore embarked on a study of 
experimental pharmacology and physiology—aspects which 
Bichat had neglected. From an investigation of the action of 
poisons on living tissues he went on to a study of absorption, 
deglutition, and vomiting. Meanwhile he was practising as a 
physician, and applied his scientific methods to the treatment of 
an epidemic of typhus in 1814. Throughout his life he advo- 
cated “expectant” methods of treatment and was strongly 
opposed to routine bleeding. He next turned to work on motor 


and sensory nerve roots ; it would be tedious to relate the con- 


troversy this involved him in with Sir Charles Bell as to priority 
of discovery—a controversy which continued long after the 
death of both protagonists. Clearly each learnt from the other, 
but there was a lack of candour in Bell's attitude. After some 
work on hydrophobia which ended in the failure of his vaunted 
treatment by intravenous injections of large quantities of water, 
Magendie turned to the more fruitful subject of the functions 
of the cerebellum. Here again he became engaged in contro- 
versy, this time with Flourens. Magendie’s two great defects as 
an experimenter were his inadequate use of controls and an 
obstinate adherence to the opinion he first formed. This is seen 
also in his work on the cerebrospinal fluid, where he correctly 
described the foramen still known by his name, but was wrong 
about the course of the flow and on the function he ascribed to 
the pineal. Hence in all his work we find many errors em- 
bedded in a mass of important discoveries. One disservice he 
certainly did to science ; it was his ruthless experimentation that 
started the antivivisection campaign. Yet with human suffering 


-he was tender and sympathetic; his fearlessness in trying to 


alleviate it was shown by his conduct during the epidemics of 
typhus and cholera. During his tenure of the professorship at 
the Collége de France he engaged with his pupil Poisenille in 
devising apparatus for observing circulation and respiration ; 
but his most distinguished pupil, and later collaborator, was 
the famous Claude Bernard, with whom he carried out the 
initial experiments on the glycogenic functions of the liver. 

All this and much more is to be gathered from Prof. J. M. D. 
Olmsted’s admirable biography. In order to get a true portrait 
of the man he has combined the pictures drawn by three of 
his contemporaries: Claude Bernard, who chiefly regarded 
Magendie as the exponent of the experimental method ; Dubois, 
who disapproved of his methods but liked him personally ; and 
Flourens, who admired his scientific probity but condemned his 
intolerance and unwillingness to recognize that other investiga- 
tors might occasionally be right. His opposition to the use of 
ether as an anaesthetic was a striking illustration of this, as was 
his obstinate belief that cholera was non-contagious because he 
never contracted it himself while working in the midst of 
epidemics. Claude Bernard sums him up in these words: “He 


was two quite different people’ as a casual acquaintance and in 
the laboratory. “ Affable and kindly . .. with the world at 
large, in the laboratory and in his scientific relationships his 
character changed completely.” In a brief but cogent preface 
Prof. J. F. Fulton emphasizes the debt that all American 
physicians—and, we would add, British physicians—owe to 
French medicine of the early 19th century. 


NEUROLOGY IN CHILDHOOD : 


Diseases of the Nervous System in Infancy, Childhood and Adolescence. 
By Frank R. Ford, M.D. Second edition. (Pp. 1,143; illustrated. $12.50 
or 69s.) Springfield and Baltimore: Charles C. Thomas; London: 
Bailliére, Tindal] and Cox. 
Seven years after Prof. Frank R. Ford had put neurologisis 
and paediatricians firmly in his debt with his Diseases of ihe 
Nervous System in Infancy, Childhood and Adolescence, a 
second edition has been issued. It is clear that revision and 
rewriting has been widely undertaken, and the list of new 
material is long. The total number of references is now over 
2,000, and nearly a quarter are new to this edition, which also 
includes 40 new illustrations and 11 new charts. It is, of 
course, impossible to check all the new material, but so far as 
can be ascertained Prof. Ford has not missed anything of 
serious importance. Penicillin has just got into a footnote, and 
its value in meningitis will need amplification next time. A 
topical subject now causing considerable anxiety in America 
is the effect of recent tonsillectomy in the aetiology of polio- 
myelitis. This is duly recorded, but without comment, and this 
is not the only place in the book where what Prof. Ford him- 
self thinks is not made clear. The surveying of the literature 
is splendidly done, and the value of the well-known team-work 
at the Johns Hopkins Hospital is obvious. But modesty has 
kept the author a little too much in the background. Perhaps 
with the pruning that will be necessary for the next edition 
on grounds of sheer bulk he will keep this in mind. Mean- 
while the second edition of Prof. Ford’s book is a worthy pro- 
duction of the famous Baltimore centre and is assured of a 
warm welcome. 


OBSTETRICS AND GYNAECOLOGY 

The 1944 Year Book of Obstetrics and Gynecology. Edited by J. P. Greenhill, 

B.S., M.D., F.A.C.S. (Pp. 576; illustrated. 18s. 6d.) Chicago: The 

Year Book Publishers; London: H. K. Lewis and Co. 
The 1944 Year Book of Obstetrics and Gynecology follows the 
pattern of its well-known and popular predecessors. It com- 
prises well over 500 pages, which are devoted almost equally 
to the obstetrical and gynaecological sections, and into these 
a wealth of interesting and useful information is compressed. 
As might be expected, considerable space is given to the subject 
of caudal anaesthesia, which has been much more extensively 
used in America than in England. The editor sneaks enthusias- 
tically of his personal experience of the method, but states that 
he does not believe that it will become “ part of our obstetric 
armamentarium.” Reference is made to penicillin therapy, but 
at the time the book was published few reports were available, 
and it is to be expected that next year much more space will 
be devoted to the use of this wonder drug. Readers who have 
found difficulty in understanding the literature on the rhesus 
factor will find an excellent summary of the subject on page 277. 

This Year Book is an excellent institution, and it should be 
near the desk of every general practitioner and obstetrical and 
gynaecological specialist. 


The Board of Registration of Medical Auxiliaries (B.M.A. House, 
Tavistock Square, London, W.C.1) has published a sixth edition 
(1945) of the Orthoptists Section of the National Register of 
Medical Auxiliary Services. Orthoptics (i.e., the practice and 
principles of the development of binocular vision in the case of 
squint) was recognized by the Board as a branch of medical 
auxiliary work on the recommendation of the Council of the B.M.A. 
and the Council of British Ophthalmologists and after investigation 
by the Board into the claim for recognition. Registered orthoptists 
do not undertake the treatment of any person except under the 
direction and control of an ophthalmic surgeon or a registered 
medical practitioner engaged in ophthalmology. Copies of the 
Orthoptists Register may be obtained free of charge from the acting 
secretary of the Board. 
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NUTRITIONAL DIARRHOEA 


Diarrhoea is common among people suffering from semi- 
starvation and malnutrition; as noted by Kenny! in a 
recent number of the Journal it adds to the difficulties of 
treatment, but usually clears up in a short time when the 
patients are given a milk diet. It has been attributed to a 
diet containing large amounts of cellulose and other in- 
digestible materials, and to infections as a result of eating 
anything edible. 

Diarrhoea is, however, one of the three “ D's” that are 
regarded as characteristic of pellagra, and Heilig,? working 
in Mysore, found that chronic diarrhoea in malnourished 
persons was relieved by nicotinic acid. Aykroyd and 
Gopalan® have recently recorded a study of 54 cases of 
chronic diarrhoea not attributable to sprue or other known 
condition. The onset in these cases was gradual; all of 
them had vague abdominal discomfort, but no griping 
or tenesmus; the stools were not frothy and contained 
no blood. In all but 13 the number of motions was over 
six a day. Test meals were examined in 42 cases: free 
hydrochloric acid was absent in 28 and subnormal in 13. 
Evidence of nutritional deficiency other than emaciation 
was found in most of the patients. Forty-nine had 
glossitis: this was of the hypertrophic type, with fungiform 
or filiform papillae, in the early cases with diarrhoea of 
under four weeks’ duration ; and atrophic, with a red and 
smooth or a fissured tongue, in the more advanced and 
chronic cases. Anaemia was found in 46 cases: in all but 
three of these it was of the macrocytic hyperchromic type 
commonly found in pellagra. Fifteen had ‘“ crazy-pave- 
ment” dermatosis—that is, patches of epithelium of a 
darker colour separated by fine and irregular fissures. 
Only one had the typical symmetrical dermatitis of pellagra. 
Twenty-five had oedema of the dependent parts. The 
oedema and, possibly, the dermatosis and anaemia may 
have been caused by general undernutrition secondary to 
the diarrhoea ; but the soreness of the tongue was noticed 
by the patients at the same time as, or a short while before, 
the diarrhoea started. 

After admission to hospital all these patients, except 
some who were so severely ill that it was not justifiable to 
withhold treatment, were kept for four days on the usual 
hospital fluid diet. Little or no improvement was seen 
during these four days. Nicotinic acid was then injected 
intramuscularly. In the severe cases 100 mg. was injected 
daily : in the milder cases 50 to 70 mg., according to the 
severity. After the third injection the number of motions 
was reduced and the stools were more formed. In 50 cases 
the diarrhoea was controlled within twelve days. The four 
that did not respond were severe cases that had had 


1 British Medical Journal, 1945, 1, 777. 
2 Ind. med. Gaz., 1943, 78, 129. 
3 Ibid., 1945, 80, 68. 


- 4Ind. J. med. Res., 1940, 27, 667. 


diarrhoea continuously for over six months ; when admitted 
they were grossly emaciated, with severe oedema. The 
soreness of the tongue diminished with treatment, and the 
patients were able to take a full hospital diet with little 
discomfort. The appearance of the tongue did not, 
however, become normal in any of the cases. Oedema 
gradually disappeared after the patients were able to eat 
a normal diet. No striking change in the “ crazy-pave- 
ment” dermatosis was noticed. Achlorhydria or hypo- 
chlorhydria persisted in spite of treatment. It may be 
inferred that the diarrhoea in these cases was due to 
deficiency of nicotinic acid. 

Rice contains little nicotinic acid, but typical pellagra is 
rare among rice-eaters in India (Aykroyd and Swami- 
nathan"); although, as Aykroyd’ points out, the recorded 
death rate from diarrhoea and dysentery in the rice-eating 
areas—Orissa, Central Provinces, and Madras—is four to 
six times as high as in the wheat-eating Punjab, where milk . 
consumption is relatively high. The demonstration that 
vitamins of the B group can be synthesized by bacteria in 
the intestine and absorbed (see this Journal®) calls for a 
reconsideration of aetiology of diseases such as pellagra. 
It is possible that the diets of Indian rice-eaters commonly 
contain a factor that favours the growth in the intestine of 
bacteria that synthesize nicotinic acid. Apart from this, 
pellagra may be due to failure to absorb the nicotinic acid 
supplied in the food or formed in the intestine. The 
importance of absorption was shown in the cases con- 
sidered, as nicotinic acid was not so effective when given 
by mouth as when injected intramuscularly. It is possible 
that the deficiency, of nicotinic acid in the Indian cases was 
due to removal from the diet of the factor that favours 
synthesis or some factor favouring absorption. Pellagra 
is a multiple deficiency disease ; differences in its mani- 
festations may be due to differences in the adequacy or 
inadequacy of the factors that contribute to its prevention. 


THE FUTURE OF POPULATIONS 


Among the latest contributions to the literature of this 
subject are a volume of essays by British writers, each dis- 
cussing an aspect the writer is well qualified to treat, and 
a comprehensive work by Dr. Alva Myrdal, a Swedish 
medical woman who has given many years of study to 
the whole question.’ The first is described as an inquiry 
with recommendations; the second as a report on the 
Swedish experiment in democratic family and population 
policy. 

The essayists have command of a more attractive literary 
style than has Dr. Myrdal, but she makes accessible to 
readers of English—or perhaps one should say American 
—a good deal of information hitherto available only in 
Swedish. We may interpolate here that this includes 
(Chapter XVI) a chapter on medical services which we 
should have liked to quote. We do not do so because the 
subject is controversial, and unless passages are given in 
full—for which there is no space—there is danger of bias 


5 Ind. med. Gaz., 1942, 77, 549. 

6 British Medical Journal, 1945, 1, 879. : : 

7 Rebuilding Family Life in the Post-War World, edited by Sir James Marchant 
(Odhams Press, Ltd., 2s.). Nation and Family, by Alva Myrdal (Kegan Paul, 21s.). 


oT 


25, 1945 


in selection. The basal facts of population are, or should 
be, well known. In Great Britain, and in many other West 
European and North American States, the populations must 
eventually diminish ; because, in each successive generation, 
the number of women of an age to bear children is decreas- 
ing. In most of these countries the populations will con- 
tinue to increase in absolute numbers for some time, 
because improved death rates are permitting a much 
larger proportion of young adults to survive and swell 
the ranks of non-breeders. But when the stone has reached 
the summit of the hill it will descend rapidly on the other 
side. This is common ground to demographers. One of 
the essayists—Mr. Titmuss—gives a much-needed warning 
that a recent increase of the birth rate is, in all probability, 
a mere spurt explicable by wholly transitory conditions. 
There is also genera! agreement that the only hope of 
arresting the downward trend is, to state it quite bluntly, 
to put families with many children in an economic (inclu- 
ding educational) position not less favourable than that 
of childless or one-child families. On how this is to be 
done there is no general agreement. We think, however, 
that Dr. Myrdal’s investigations should do something to 
shame those persons who spend words and ink on insulting 
those younger and poorer than themselves. The joke about 
young people who prefer a “ baby” Austin in the garage 
to a baby in the cradle was never a good one. Dr. Myrdal 
provides detailed budgets of families with 0, 1, 2, etc., 
children, showing the amounts spent on various items. 
Here is her well-justified comment: “Even if the whole 
recreational item in the budget of the more well-to-do 
childless family were omitted it would hardly pay for one 
‘child and still less for several.” The common people of 
England (and other countries) are alternately praised (at 
elections) and insulted. It might be well to remember 
Chesterton’s <lines : 


“Smile at us, pay us, pass us; but do not quite forget. 

For we are the people of England, that never have spoken yet.” 
One of the essayists, Dr. Grace Leybourne-White. notes 
that even if the White Paper proposals are carried into 
effect the wealthy will still have a great advantage over the 
poor in providing for the education of their children. That 
is true of almost all items on the programmes. 

We find it hard to close on a note of optimism. The 
British people, like the Swedes, may be proud of what has 
been done within a generation to improve social conditions. 
But improvement must be slow in a democracy which is 
also a nation valuing its traditions. If the essayists and 
Dr. Alva Myrdal are right—and we believe they are—a 
social reconstruction far more sweeping than the gener- 
ation now old has experienced must be effected within 
another generation, under the threat of a disaster which 
is not imminent, which will not be experienced by a 
majority of those now living at ages beyond, say, 40— 
viz., that fraction of the people which is politically vocal 
and powerful. The threat is from the intellectual point 
of view grave, not from the emotional point of view. The 
gibe, that posterity has done nothing for us so why should 
we bother about posterity, has more point than the “ baby ” 
Austin joke. It paralysed statesmen in face of a more 
imminent disaster which almost destroyed European 
civilization. 
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TAKING THE WATERS 


Medical treatment has always evolved from the magical 
to the rational. These two methods have often existed 
side by side, and indeed in some respects continue to do 
so. As if to mark the contrast between them the Aescu- 
lapian Temple and the School of Hippocrates were two 
miles apart in the small island of Cos. But both schools 
believed that treatment was best carried-,out in healthy, 
attractive surroundings and in the therapeutic value of 
water. When science was eclipsed in the Dark Ages 
water naturally was credited with mgical properties again, 
especialiy if drawn from a saint’s well. And even when 
the darkness gradually cleared a belief in the therapeutic 
vaiue of spas and springs “rationalized” the old magical 
ideas. But as time went on and knowledge of pharma- 
cology increased these claims were challenged. Sir William 
Osler, in particular, was a terse critic. Only to quite a 
limited extent did the spas meet the challenge by carefully 
controlled observations to elucidate the alleged value of 
the ingredients of their waters. For the most part they 
replied by installing physical methods of treatment; in 
this they were wise, even if thereby they did not show any 
excessive confidence in such ingredients. 

In this country Harrogate has always maintained its 
reputation largely because of the progressive attitude of 
its corporation, which has now taken the enlightened step 
of asking Prof. Stanley Davidson to investigate the whole 
situation and to make recommendations. His published 
report is of much interest and value, for it is both destruc- 
tive and constructive. To take his negative conclusions 
first. He does not believe in a specific therapeutic action 
from any mineral water, and “the cure of anaemia ts far 
more effectively and cheaply obtained by taking two or 
three shillings’ worth of iron tablets than by drinking 
chalybeatic waters.” Of course many mineral waters are 
laxative or diuretic, and thus by elimination assist other 
methods of treatment. He notes that the number of per- 
sons undergoing spa treatment has been steadily falling off 
for the last 20 years. This he attributes to the decline in 
over-eating and over-drinking, and to the redistribution of 
wealth by heavy taxation, which chiefly affected those who 
made use of spas. Although these factors will continue to 
operate, nevertheless Prof. Davidson considers there is a 
distinct future for well-planned spa treatment. Like the 
Aesculapians he believes in the value of pleasant surround- 
ings and cultural amenities as important adjuncts, and if 
there are fewer “idle rich” there are plenty of tired and 
harassed men and women to whom this is the first need. 

Though Prof. Davidson evidently thinks the principal 
virtue in the drinking of mineral waters lies simply in H.O, 
he believes in its external use, and where there is a thermal 
spring there is saving of money and labour in making use 
of its warmth. The Vichy douche and the deep pool are 
commended, and he advocates the installation of a “ fog 
room ™ (such as the vapours of Mont-Dore provide natur- 
ally) for the treatment of sinusitis, bronchitis, and asthma. 
On the other hand he is more doubtful of the advantages 
of colonic lavage. He would like to see some of the space 
occupied for this purpose utilized for other forms of physio- 
therapy, in which he is a firm believer. He does not recom- 
mend sulphur water externally for skin diseases, while 
internally its bactericidal action is negligible. He recog- 
nizes the value of the research work done at Harrogate 
in conjunction with Leeds University, and presses for its 
extension, particularly in the investigation of rheumatic 
diseases, which in panel practice account for one-seventh 
of the total incapacity of the insured population. 

Apart from local questions of organization most of Prof. 
Davidson’s conclusions appiy to spa treatment in general, 
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and he has helped to clear the air of both credulity and 
undue scepticism. As he says, when a patient goes to a 
spa for treatment he is willing to submit to a certain amount 
of discipline. The treatment is carried on daily, and 
adequate periods of rest are enforced. All this is very 
different from ambulatory treatment at home and obviously 
more efficient. It is often urged that the Continental spas 
organize the patient’s daily routine more completely, but 
then, curiously enough, as Prof. J. W. McNee once per- 
tinently put it, the British are more disposed to accept 
medical orders if they are couched in broken English. In 
any case the chaos on the Continent will dissuade visitors 
from this country from going there for treatment for a 
good many years to come. It is therefore an opportunity 
for British spas to set their houses in order and to 
avail themselves of the most recent scientific knowledge, 
recognizing both the limitations and the efficacy of their 
resources. The Harrogate Corporation is to be commended 


- for the courage with which it put its faith to the test, and 


Prof. Davidson's report has justified that faith in many par- 
ticulars while making helpful suggestions for future rational 
developments. 


FURTHER RESULTS WITH D.D.T. 


Since our first general account!’ of the insecticide D.D.T. 
a great deal more information has been published on its 
applications and its possible hazards in use. In February, 
1945, an address* by Prof. Buxton to the Royal Society of 
Tropical Medicine summarized the progress made in 
utilizing the insecticide against a number of insect-borne 
diseases. Yet another successful application has been 
demonstrated in the use of D.D.T. powder against rat fleas,* 
and this should be of much value in combating bubonic 
plague and murine typhus: quite recently there was an 
urgent demand for D.D.T. in Malta, where four cases of 
plague were reported. 

With the wide range of uses to which D.D.T. might be 
put it was of high importance to investigate carefully all 
possible toxic hazards to man. Investigations were made 
in a number of laboratories in this country and in the 
U.S.A., and the results of some of these were commented 
on earlier in the year.* Since then there have been several 
notable additions. Neal and his co-workers® studied the 
possible risks of inhaling D.D.T. from aerosols, mists, or 
air-borne dusts, and on the whole their results are re- 
assuring. Of particular interest is the publication in this 
Journal’ of Prof. G. R. Cameron’s work on behalf of the 
Ministry of Supply. The figures for lethal doses obtained 
by him and Burgess are fairly close to those of American 
toxicologists, with the exception of those for rats. In 
the British experiments rats were decidedly more resistant 
than rabbits and guinea-pigs, whereas two groups of Ameri- 
can investigators found them to be much more susceptible. 
The general picture presented, however, is the same : D.D.T. 
is practically safe as a dry powder and in dilute (e.g., 0.5%) 
solutions. Repeated contact with concentrated solutions is 
dangerous, but early warning of intoxication is to be 
expected in anorexia. If contact with D.D.T. ceases as 
soon as more advanced symptoms (tremors) occur there 
is every expectation of complete recovery. This is con- 
firmed, if anything, by the published account’ of a case 
of human poisoning with D.D.T. The exposure (to a con- 
centrated acetone solution) was far in excess of that to be 
encountered in the practical use of D.D.T., so that it does 


1 British Medical Journal, 1944, 2, 217. 

2 Trans. rov. Soc. trop. Med. Hyz., 1945, 38, 367. 

’ Davis, D. E., Publ. Hith. Rep. Wash., 1945, 60, 485. 
4 British Medical Journal, 1945, 1, 338. 

5 Publ. Hlth. Rep. Wash., Suppl. No. 177, 1944, 

® Britich Medical Journal, 1945, 1, 865. 

7 Wigglesworth, V. B., ibid., p. 517. 


not invalidate the conclusion that in ordinary circumstances 
it is without danger. Cameron and Burgess tested the 
possible influence of D.D.T. contamination on the rate of 
healing of wounds: a single application of 5% powder to 
open wounds was found to be without effect. 

From descriptions of symptoms and delimitation of the 
toxic doses the next step in D.D.T. toxicology is to seek 
an antidote. Some Brazilian workers claim that injection 
of calcium salts (10% calcium gluconate) accelerated 
recovery of dogs from the effects of D.D.T., and also 
that preliminary injections give considerable protection.* 
Smith and Stohlman find a very substantial antidotal effect 
from the hypnotics dilantin and urethane, especially the 
latter? ; they also observed that D.D.T. is excreted in 
large amounts in both urine and faeces. A later paper!’ 
describes the technique of extracting the drug from urine: 
unaltered D.D.T. was obtained from an_ ether-soluble 
fraction of the urine, and an unidentified chlorine-contain- 
ing compound (possibly a degradation product) was 
detected in a fraction soluble in alkaline water. 


LANCASHIRE LOOKS BACK ON TUBERCULOSIS 


Not many specialists of high accomplishment can look back 
over thirty years spent in catering for the tuberculosis needs 
of two million people. When Dr. Lissant Cox took up 
office in 1913 the county scheme did not exist. Cases had 
been notified for only a few years ; a meagre number of 
beds were used in private sanatoria, and 112 per thousand 
of the population died from tuberculosis. To-day the 
corresponding figure is 50, and the difference between these 
two death rates is an epitome of progress in the Lancashire 
Tuberculosis Scheme. In the last year the scheme has been 
further strengthened by the operation of mass radiography 
and the new maintenance allowances. The county borough 
of Blackburn has seen the wisdom of joining in with the 
Lancashire County Council for tuberculosis purposes. 
Other non-tuberculous chest diseases show a tendency to 
come into the purview of the Tuberculosis Service, and the 
x-ray diagnostic tentacles have spread out t® the nursing 
and domestic staff in wartime nurseries. The deaths from 
pulmonary tuberculosis in 1943 were the lowest on record. 
All this and much else forms an enthralling chapter in 
preventive medicine. 

Mass radiography is carried out in Lancashire by mem- 
bers of the county tuberculosis staff, and the special x-ray 
unit has been stationed at various large factories in the 
area, and also at Warrington. Sixty-nine active cases of 
pulmonary tuberculosis, about half of them with positive 
sputum, were discovered in 1943 through mass radiography 
—a figure of 3.5 per thousand examinations. This is 
thought to indicate the presence of some 800 still un- 
discovered positive-sputum cases among the total factory 
population in the county who would be discovered through 
the operation of further x-ray units. But of course mass 
radiography will give even more beneficial results in finding 
early cases. 

We may read between the lines of Pr. Lissant Cox’s 
wise and suitably restrained remarks on the value of fuller 
co-operation with the smaller county boroughs. The 
example of Blackburn may be the forerunner of closer 
liaison with other similarly placed administrative areas 
which now have their own tuberculosis schemes that exist 
like islands in the centre of Lancashire county. Every 
student of tuberculosis control will agree as to the value 
of the larger unit and the grave handicaps suffered by 
smaller areas. 


8 Vaz, A., Pereira, R. S., and Malheiro, D. M., Science, 1945, 1, 434, 
9 Publ. Hith. Rep. Wash., 1945, 60, 289. 
10 Stohlman, E. F., ibid., p. 350. 
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We are at the point when the first-fruits in a second 
generation can be gathered from the county tuberculosis 
scheme initiated thirty years ago. Dr. Lissant Cox, in 
reviewing the brilliant record shown in his report for 1943, 
is perfectly right in stating that prevention can yield a 
greater dividend than treatment, though he is still looking 
for the ideal and still undiscovered chemotherapeutic sub- 
stance which will attack the tubercle bacillus and make 
treatment as a whole more effective than it is to-day. 
Cautious reference is made to the supervision of the health 
of nurses and domestics, especially in regard to the new 
administrative procedure whereby they are directed to work 
in sanatoria. The whole report, though abbreviated com- 
pared with those sumptuous volumes we remember from 
Lancashire, is much more interesting than such compila- 
tions usually are. Dr. Lissant Cox has good cause to be 
satisfied when he looks back on his first thirty years in 
building the Lancashire Tuberculosis Scheme. The imme- 
diate future is full of doubt, but with this excellent founda- 
tion it ought to be possible to weather the dangers of the 
next few years, when there will be fewer beds and houses, 
fewer doctors and nurses, than a developing medical service 
requires. 


WORLD CONTROL OF NARCOTIC DRUGS 


A meeting in London of the Permanent Central Opium 
Board was made the occasion of a press conference at 
which the president, Sir Atul Chatterjee, gave an account 
of the world drug position. The Board wishes to return to 
pre-war conditions of control. All countries signatory to 
the Conventions (that is, every considerable country with 
the exception of Argentina) are required to send in esti- 
mates of their needs of narcotic drugs for consumption, 
manufacture, or export for the coming year. These are 
examined by the Supervisory Commission—an allied 
organization to the Board—and no country is allowed 
any excess of the figure without submitting a supplemen- 
tary estimate. At the beginning of the war every Govern- 
ment was asked to keep intact national control and to 
collaborate with the Board in international control. ~ But 
during the war some retrogression has taken place in many 
countries, especially those with colonial territories. In 
ordinary times the Board receives some 1,500 returns 
annually from metropolitan Governments ; by 1941 this 
number had fallen to below 1,000, but there has been a 
recovery. The Axis or Axis-occupied countries are the 
chief defaulters, but the Soviet Union has ceased sending 
returns since it severed its connexion with the League of 
Nations. Spain, although ratifying the Convention, was 
tardy in making returns even before the war, and during 
the last five years has made no annual returns, in spite 
of repeated reminders. It is hoped that Italy will soon 
resume collaboration, and that in Germany the military 
government will ensure adequate domestic control. Much 
of the trouble which aiose after the last war is ascribed, 
rightly or wrongly, to the fact that military control was 
not watertight. Evidence shows that control is being 
resumed or continued in Belgium, the Netherlands, the 
Scandinavian countries, and France and French territories 
in North Africa. No information has been received in 
recent years from the Baltic States, or from Greece and 
Bulgaria and other countries in South-Eastern Europe. 
The position in the Far East is obscure. Japan ceased 
collaboration at the outbreak of war; China has con- 
tinued to collaborate so far as is possible. There 
have been no returns from the Dutch East Indies, 
Siam, Indo-China, and Burma. In Iran there is a large 
production of raw opium, but that country has not ratified 
the Convention of 1925, and has not given any satisfactory 


figures of production or of exports. In Egypt and in India 
the control remains strict. In South America the situation 
varies from country to country. Internal as well as inter- 
national control is satisfactory in Colombia. Argentina, 
although it has not ratified the Convention, sends full 
returns. In Peru, a cocaine manufacturing and exporting 
country, there has been great improvement, but in Panama 
and some other places in Central and South America con- 
trol can hardly be said to exist. 

No country has denounced any of the Conventions, and 
although in some countries internal control has been lax 
an effort is now being made to re-establish and reconstruct 
control within the country and control of its part in inter- 
national traffic. The Permanent Central Opium Board 
opened a branch office in Washington at a time when the 
United States was still neutral. The Washington office is 
now to be closed, and a return is to be made to Geneva. 
The relationship of the Board to the new United Nations 
organization will be the subject of negotiation during the 
next few months. 


JOINT EFFORT IN SOCIAL WORK 


The eighth annual report of the British Federation of Social 
Workers has been issued from 5, Victoria Street, S.W.1. 
The aims of the Federation are to promote greater efficiency 
in the conduct of the social services, the advancement of 
social and industrial welfare and of health, and, generally, 
the well-being of the community and its improvement. The 
keynote of the work is interchange of knowledge and 
experience between the constituent organizations, which 
now number 14. Last year was one of consolidation. 
Various important pieces of work which prepare the ground 
for future expansion have been concluded. The Council 
of the Federation not only has supplied information and 
offered suggestions to various Government Departments 
but has been called in and consulted when small meetings 
were held on matters of urgency—such as the Hankey 
Interdepartmental Committee on Further Education and 
Training when the post-war supply of social workers was 
under consideration, and the Resettlement Advice Com- 
mittee of the Ministry of Labour when setting up its new 
centres. The planning of new services called attention to 
the need for new staff and hence for training: the return 
of disabled soldiers and industrial casualties raised most 
acutely the problems of rehabilitation: the prospect of 
demobilization brought resettlement into the foreground. 
Training and restoration to working capacity, and the care 
of children, occupied chief places in the programme. After 
visualizing and amplifying some of the needs of the social 
services as set forth in the Beveridge report, the Beveridge 
Study Group (an ad hoc body of seven people) turned to 
the interpretation of function as defined by each constituent 
association in the light of its own work, and boldly brought 
conflicting interests and views together without committing 
the Council. 

Two separate reports—one on the needs of society 
and the other dealing with function—were presented at a 
delegate conference. By their nature these reports pro- 
voked comment and criticism and a further probing into 
the matter. “Lively controversy broke into the usually 
peaceful atmosphere of the office. Indeed, the very essence 
of federation work had at last been brought into being.” 
Rehabilitation was tackled with equal energy, and a sub- 
committee for the purpose is now continuing its work in 
co-operation with a tuberculosis subcommittee ; it is also 
studying the needs of returned prisoners of war. A third 
big subject—how best to care for the unwanted or problem 
child, or the child with a broken home—has been broached, 
but the main task lies ahead. 
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In the present widespread discussion of medical education the 
teaching of premedical science is not receiving the detailed criti- 
cism it deserves and needs. The Goodenough Committee’. re- 
corded much dissatisfaction with the usual course of instruction, 
but made no concrete suggestions about the scientific background 
which medical students should have. The Moran Committee* 
made some valuable points about the university premedical 
year, but left details to the teachers concerned. It is desira’‘le 
that teachers of premedical science should state their views 1 >r 
criticism by their medical and scientific colleagues. In offering 
the following suggestions for modification of the zoological 
part of the First Medical Course we are assuming that at least 
for several years a considerable proportion of students will 
continue to take this course at a university. We feel, however, 
that our proposals are also relevant to premedical teaching in 
schools. 

It is generally agreed that zoology can contribute two things 
to medical education: (a) Training in scientific attitude. 
Zoology, the nearest of the premedical sciences to medicine, 
is particularly suitable for the initial training of medical students 
in scientific method. (b) Knowledge of biological principles 
basic to medical science. 

In order that these céntributions shall be adequately made, 
we believe that there are two major necessities, in both of which 
contemporary courses are seriously deficient: (1) A large part 
of the teaching must be primarily and deliberately directed to 
training in scientific method. (2) Factual material must, where 
possible, be drawn from the biology that is important to man 
and relevant to medicine and not from “ pure” or “ academic” 
zoology. We will discuss these two points separately. 


(1) Training in Scientific Method 


Our experience of zoology teaching has shown us that the 
assimilation of scientific facts does not of itself automatically 
lead to an understanding of scientific method, nor does it 
inculcate scientific habits of thought. The essentials of scientific 
method must be quite explicitly taught, and training in scientific 
habits quite deliberately undertaken. Such instruction is 
not specifically provided for by the usual university teaching 
techniques of lectures and demonstrations, which are designed 
to present factual material as quickly and easily as possible. 
Indeed, however much the intention of training in scientific 
method is affirmed in syllabuses, one can find little trace of 
it in examination questions, which may be taken as indicators 
of both the treatment and the content of a course, and which 
certainly strongly condition the attitude Of students. The tradi- 
tional system of instruction thus contributes to, or at any rate 
fails to correct, the deficiencies of the average medical graduate 
noted by the Moran Committee? : “ He tends to lack curiosity 
and initiative; his powers of observation are relatively un- 
developed ; his ability to arrange and interpret facts is poor ; 
he lacks precision in the use of words.” It is as though we 
fed our students always through a stomach-tube. We choose 
their meal carefully, prepare it suitably, insert it efficiently, and 
deny them scope to develop the use of their senses, powers of 
discrimination, and voluntary muscles. Training in scientific 
habits must be the primary business of much of the teaching 
and not, as traditionally, a subsidiary and often imaginary by- 
product of factual instruction. 

For instance, one of the most important scientific habits for 
successful medical practice is that of unprejudiced observation. 
Yet it is usual to give students full information about material 
they will subsequently see in the laboratory. This may be the 
quickest way to get students to absorb as much knowledge as 
possible in a short time, but it is not the best way to train 
them to observe carefully, to record accurately, and to interpret 


what they see. Indeed, results of an experimental class test 
showed that pre-knowledge in students of what they expect to 
see inhibits careful observation.” Many practical classes should 
be designed to make students find things out for themselves, 
even if the factual knowledge they so acquire is only a small 
fraction of what traditional methods give them in the same 
limited time. In our opinion it would be far better if students 
were taught less and found out much more. 

We do not propose in this article to be more concrete about 
methods of training in scientific method, partly because we want 
to emphasize generalities, partly because the necessary new 
teaching techniques cannot be deduced from first principles, but 
must be developed by deliberate experimentation. We might 
suggest from our experience, however, that, since an important 
part of zoology practical classes must consist of training in 
the technique of dissection, a useful step is to give dissections 
so far as is possible in the form of problems. Training in obser- 
vation, recording, and interpreting can be introduced at many 
points in practical work. We have found training in the process 
of experimentation more difficult to devise ; biology is here at 
a disadvantage in comparison with physics and chemistry. It 
is difficult to find valuable experiments which are not better 
done subsequently in the physiology course. Finally, it 
is important to introduce students to elementary statistical 
procedure. 


(2) Subject-matter of the Course 


We now come to consider the subject-matter. It is our 
opinion that those aspects of zoology which are relevant to 
human affairs have most to contribute to medical education. 
We will discuss our reasons for this opinion under two head- 
ings: (a) the value of what we may call “human” zooiogy 
as part of the mental equipment of students ; (b) the value of 
human zoology in promoting the process of learning. 


(a) Human Zoology and Mental Equipment 


It is surely a reasonable view that biology relevant to human 
affairs should be an essential part of the culture of a citizen 
of democracy, because control of the development of human 
society demands such knowledge. This attitude has been 
expressed recently by Hogben,* and we need not discuss it 
further. If, however, human biology is important for every 
citizen, it is doubly important for doctors. Medicine is, after 
all, a field of human biology, and doctors are directly concerned 
with many biological problems. 

The content of most elementary syllabuses, however, has 
clearly not been designed with the above consideration in mind. 
The relative emphasis given to different major principles or 
branches of zoology is quite arbitrarily determined in the tradi- 
tional course. It certainly cannot be said to give a balanced 
picture of modern academic zoology. Still less does emphasis 
in the course reflect importance for the general citizen. The 
principles of comparative morphology are chosen for special 
emphasis, though this is perhaps the least important branch of 
zoology when man is the centre of interest. More important 
principles may also be taught, but almost always with illustra- 
tion by factual material of unnecessarily little human interest 
~-for example. parasitism exemplified by Monocystis and 
Taenia. A great deal of factual material has neither relevance 
to any biological principles nor any intrinsic human importance 
--we refer especially to much of the detail of the ~ type” 
animals and embryos. 

It may nevertheless be said that the educationally important 
principles are most soundly taught in the traditional way 
through carefully selected aspects of “pure” rather than 
through “applied” science, and that application of the prin- 
ciples to practical problems can be left to the student to make 
as he finds it necessary. We cannot agree with either of these 
contentions. Useful animals and plants exemplify most® bio- 
logical principles just as well as those which have no social 
importance. For instance, the principle of the circulation of 
matter can be taught as well through the biology of fisheries 
or of sewage disposal as of ponds or heaths. And the principles 
of physiology can be taught as well with reference to man as to 
the traditional frog; indeed, better, since human physiology 
is so much better understood. 
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As regards subsequent application of general principles to 
practical problems, it is the usual experience that a general 
principle is not at all easily applied. in an unfamiliar context. 
A student is likely to apply his knowledge of general principles 
to human affairs only if he already knows how it does apply. 
An interesting experiment has shown the advantage, from the 
point of view of handling social problems, of integrating human 
applications with scientific fundamentals in the teaching of 
genetics.» 

(b) Educational Value of Human Zoology 


The educational value of a zoology syllabus which takes man 
as its centre is not the only point in favour of such a course 
for medical students. We believe that the material will be 
more readily learned and retained than will that of traditional 
zoology. As a recent report’ points out, human zoology has 
the advantage of starting from the everyday biological interests 
of all students. Its particular importance for medicine can 
easily be made plain. The interest of the keen medical student 
who tends to be impatient of the apparent irrelevance of the 
traditional course is therefore readily captured, and learning is 
much facilitated. Further, if the subject-matter is relevant to 
medicine, there is less danger that the biological principles 
which the course illustrates, and the scientific attitude which it 
is supposed to inculcate, will be jettisoned as the student pro- 
ceeds to his medical studies. He will be reminded from time 
to time of his biological training, and a real link between pre- 
medical and subsequent years will be developed. The impor- 
tance of making such links between the various parts of the 
medical course is emphasized by the Goodenough Committee.! 

A link can, for example, readily be made with the preclinical 
years by discarding, in lectures on vertebrate anatomy and 
physiology, all “type” animals except man. These lectures 
can put the most general aspects of human anatomy and 
physiology into their background of the anatomy and physi- 
ology of all animals. The amount of duplication of preclinical 
work will obviously be negligible in a short course, but the 
material can be made a useful introduction to subsequent work 
and a permanent link between broader biological principles and 
later specialization. 

We have recently also experimented with the frequent use of 
medical exemplification in discussion of physiology, para- 
sitology, and genetics in order to make quite clear to students 
that the general principles they learn are a valuable part of 
their medical training. 

Here we are on controversial ground. While most education- 
ists would agree that every attempt must be made to give sound 
training in scientific method, and many might agree that 
emphasis should be put on the Auman aspects of biology, we 
are well aware that our suggestion that biology should in addi- 
tion be given a medical flavour may seem to run counter to 
the commonly held view that premedical science should be non- 
vocational. Let us explain, however, that we do not propose 
that students should in any sense be given a preliminary course 
in medicine, but merely that when the course can be illustrated 
and exemplified by obvious applications to medicine the oppor- 
tunity should not be missed. Advantage should be taken of 
the fact that, for instance, the pathology of processes is some- 
times a convenient natural experiment which reinforces the 
evidence for any generalization. And for examples of para- 
sites we prefer to use those of medical importance—the malaria 
parasite rather than Monocystis, and hookworm rather than 
tapeworm.’ The number of medical facts which students learn 
in this way will be negligible ; their importance lies in capturing 
the interest of the keen medical student and to some extent in 
helping to integrate biological with subsequent medical studies. 

Such a medicai flavour introduced into our zoology course 
during the last two sessions produced a strongly favourable 
response in anonymous questionaries returned by students. To 
adapt a legal dictum, we may say, therefore, that a premedical 
course should not only be relevant to medicine but be mani- 
festly and obviously seen to be relevant. 

We have indicated that we believe that human zoology is a 
more suitable general training for every kind of student than 
the traditional first-year zoology. We have no need, therefore, 
to segregate medical from science students, and we agree with 
the Goodenough Committee that such segregation is undesirable 
in the early stages of education. We should add that the intro- 
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duction of a medical flavour into elementary zoology does not 
necessitate such segregation. The time occupied by medical 
exemplification is inconsiderable, and, incidentally, science 
students also find such a course more interesting than the tradi- 
tional one. 

, Conclusion 


We suggest. therefore, that the subject-matter of a premedical 
course should be designed as an introduction to the study of 
man in relation to other animals. To clarify our proposals we 
give in brief outline the sort of course in zoology we have in 
mind. 


1. The earth as a habitat; the circulation of matter and the place 

of animals therein; the animal kingdom and man’s place in it; the 
history of animals. 
- 2. The physiological anatomy of man against a background of 
other animals and in relation to habitat. This survey should be 
discussed round a central theme, such as the maintenance of con- 
stancy of the internal medium in the land habitat. 

3. Sex and development, omitting details of morphological 
embryology. 

4. Genetics applied to human and agricultural problems. Special 
emphasis should be placed on the relation of nature and nurture, 
which is of such fundamental importance in medicine and social 
science. 

§. Evolution; the uniqueness of man; the contrast between cul- 
tural and organic evolution. 

6. Pests and parasites of man and domesticated animals and 
plants, and their control; in particular, malaria and hookworm 
studied from biological and social aspects. 

7. Animal populations and the relations between animals: food 
chains illustrated by the biology of fisheries and of sewage disposal. 


Throughout the course a deliberate attempt must be made to 
inculcate desirable habits of thinking. While this can be done 
during lectures by explicit precept and by implicit example. the 
process would undoubtedly be very much speeded up if staffing 
arrangements would allow the development of a tutorial system. 
The following points are among those we think should be 
insisted on: 


Elementary semantic discipline: avoiding verbal confusion : 
understanding the potency of “ word magic.” 


The changing system of knowledge ; the importance of flexi- 
bility of mind and of avoiding dogma. ~ 

The importance of unprejudiced observation and of con- 
trolled experiment ; the evaluation of evidence from a variable 
population obtained with variable techniques; the role of 
techniques and their limitations, including the use of experi- 
mental animals. 

Summary 


To play a useful introductory part in the medical course, pre- 
medical zoology should concentrate on: (1) training in a scientific 
approach to biological problems; (2) provision of an introduction 
to the study of man in relation to other animals. 
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Official figures show that the number of blind persons in this 
country has increased by nearly 150% in the past quarter of a cen- 
tury. The number was 30,785 in 1920; it has risen to 76,145 in 
the latest count. But the National Institute for the Blind explains 
that the statistical increase may be more apparent than real, as the 
official figures refer only to people who have been actually registered 
as blind. The registration system is much better to-day than it was 
25 years ago. At the same time the Institute considers there is 
much more blindness than need be, and that thorough preventive 
measures should be taken. It does not intend to make any separate 
appeal for this part of its work, but it is urging the Government 
to include ophthalmology in the National Health Service. One urgent 
need, according to the Institute, is the creation of more research 
and treatment centres similar to that at Oxford. There should also 
be a vigorous campaign to make the public ‘ eye-conscious,”’ more 
aware of the dangers that threaten sight. 
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REHABILITATION OF THE DISABLED 


A conference was recently held at Oxford under the auspices 
of the Southern Regional Office of the Ministry of Labour and 
of the Nuffield Organization, when 250 industrialists were 
addressed on various aspects of rehabilitation. The medical 
aspect was dealt with by Mr. G. R. Girdlestone and Lieut.-Col. 
J. W. T. Patterson. 

The Hospital Team 

Mr. GIRDLESTONE described some of the features of a good 
orthopaedic hospital, the things at which he had aimed in the 
initiation and development of the Wingfield-Morris Orthopaedic 
Hospital at Headington. A complete team of experts was 
needed, he said, for the nursing, feeding, surgery, physiotherapy, 
occupational therapy, and other needs—including diversion—of 
the patients. It was difficult to get together the members of 
such a team, and mistakes were sure to be made. A few would 
not fit and would go, but many would respond to the infection 
of the place. “To join in so wholesome a common task tends 
to breed the right kind of men and women.” 

The first thing to be done was to win the confidence of the 
patient and enlist his co-operation. What a man learned to do 
for himself was the mainspring of his recovery. Education was 
the secret of his treatment—education in the true sense, which 
meant making something wholesome and true grow within him. 

Mr. Girdlestone went on to say that one of the great con- 
tributions of orthopaedic surgery was the knowledge, now 
widely accepted, that the way to restore movement, power, and 
skill to a damaged part was the natural and easy activity in 
some purposeful employment. In hospital the occupational 
therapist devised a plan of work which would bring into use 
the damaged part with increasing range and power, but the 
management in industry must complete what the occupational 
therapist had begun, and go out of its way to help the man 
through the first period of awkwardness and discomfort. 
Svecial handles to tools and similar devices facilitated the use 
of the damaged part, and until the man’s recovery was com- 
plete or he had contrived new ways of accomplishing the old 
craft, his progress must be watched and the scope and require- 
ments of his work adapted to keep pace with his improvement. 

Whether the disablement was moderate or severe, it was the 
man’s response that mattered—his response, on the one hand, 
to the pain and trouble occasioned him, and, on the other, to 
the kindness and skill which were at his service. It was for 
those of them who worked in hospitals to induce the favourable 
response by good nursing, feeding, and surgery, and by reassur- 
ance and the taking of trouble to show the man what was 
happen'ng and what was the aim in view. That disabled men 
did make a special effort and did succeed had been proved by 
a recent investigation in the United States,* in which it came 
out that disabled men held their jobs more consistently than 
the uninjured. Given the right hospital and the right manage- 
ment, disabled men responded magnificently. 


Reinstatement in Industry 


Col. PATTERSON agreed that successful reinstatement was a 
matter of team work on the part of the many people involved. 
All members of the team must, as a first essential of success, 
understand something of the central figure in the problem—- 
the disabled person himself—and be able to analyse his 
reactions and the personal adjustments he had to make in 
facing his disability. They must also study the various 
reactions which, as members of the general community, they 
experienced in the presence of the disabled person, and must 
determine whether their attitude was justified or whether it was 
based, as it so often was, on weak sentimentality, deep-rooted 
prejudice, or, worst of all, indifference. 

He went on to trace the history of a disabled person from 
the time, previous to his disablement, when he was called upon 
to exchange his civilian career for a military one, his painful 
adjustments to Army discipline, his experience of battle, the 
first shock consequent upon his injury, and afterwards the de- 
pressing prospect, domestic and industrial, which opened out 
before him, his insecure replanting in the world to which he 


*In a recent review carried out by the Western Electric Company 
accident rates have been found to be higher among the unhandi- 
capped than among the handicapped, and 7% more of the able- 
bodied were losing time through absence from work. 


had formerly belonged, and the skill and care required of 
those in whose charge he was if his readjustment into the old 
environment was to be accomplished without disaster. Often 
the general attitude of the community towards these disabled 
individuals was the outcome of ignorance of the facts or was 
born of a sloppy kind of sentimentality which got nowhere. 
The disabled man’s amb:tion was to be regarded as normal, 
whereas many of those who met him were inclined to regard 
him as an interesting exhibit and wanted to be told at once 
in detail how it all happened, while others went to the 
opposite extreme, and in their endeavour to pretend that they 
had noticed nothing amiss became most unnatural in their 
conversation and embarrassed everybody concerned. 

Col. Patterson set out the following points for considerat‘on: 

Frequently the sheer necessity to overcome disability brought out 
talents and attributes which otherwise would never have been 
developed. 

It was not always a tragedy that a man through injury was unable 
to return to his old job; possibly he was never really happy in it. 

Despite new means of destruction, the varying types of physical 
disability have changed jittle since Waterloo or earlier; what has 
changed is surgery, which has been improving all the time. 

Fifteen years from now among those who had come through the 
war with no physical disability would be some who had made a 
success of civilian life and others who had failed miserably, and it 
was doubtful whether the ratio of successes to failures would be 
higher among the disabled. 


A Medical Assessment 

Any reinstatement of disabled persons in industry, said 
Col. Patterson, must start with an initial medical assessment, 
based, he suggested, on seven qualities: (1) phys:que or general 
constitution, (2) arm or upper extremity efficiency, (3) locomo- 
tion or lower Jimb efficiency, (4) hearing, (5) vision, (6) mental 
capacity, (7) emotional capacity. Each of these seven qualities 
should be assessed in one of five degrees, the number | being 
given for the highest assessment and 5 for the lowest. It was 
then important to determine whether, with any quality which 
was assessed at a low rating, the rating could be improved by 
remedial treatment. 

Having carefully assessed the individual it was necessary to 
make certain of h‘s correct employment. An analysis ought 
to be made of all industrial employments similar to the 
analysis of Army employments, from the point of view of the 
minimum physical and mental demands of each, expressed in 
the same terms as the assessment of the individual just dis- 
cussed. Thus it would be possible to set out in main groups 
the jobs of similar type from the point of view of training 
and experience and general qualification. 

These assessments, in Col. Patterson’s opinion, called for a 
special team of men s6me of whom would be technical indus- 
trial officers with a wide knowledge of labour conditions, and 
others medical men with experience of physical and psycho- 
logical examination. Further, it would be of immense value 
to know what Army and civilian employments were equiva- 
lent. Having decided the main group into which the man 
fitted most appropriately, the next step would be to “ marry ” 
the ciphers indicating the assessment of the individual to the 
ciphers corresponding most closely among the list of individual 
employments, thereby indicating the correct specific employ- 
ment of the man within the main group employment or trade. 
Then came the final stage of resettlement, which must be 
undertaken with understanding and tact. A programme of 
graduated resettlement training should be laid down for all 
the men concerned, with opportunities for general and specific 
education in working hours. 


HELPING THE BLIND TO SEE 


It is thought that some of the scientific devices used in the war 
in direction-finding, radiolocation, and “blind” flying may 
have something to contribute to easing the life of the blind 
person, and preliminary research into the subject has already 
been done at St. Dunstan’s. A blind person walks about alone 
by using his sense of hearing for direction-finding and for 
locating his position by reflected sound. One of the newest 
developments is a guiding device, made by Captain H. G. 
Round, which transmits a beam of light and receives the re- 
flected ray. Preliminary tests have justified further work, but 
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Sir Ian Fraser emphasizes that the device is in its very early 
stages and blind people must not expect any help from this or 
anything similar in the near future. The Council of St. Dun- 
stan’s has, however, set up a committee, under the chairman- 
ship of Prof. E. D. Adrian, to be known as the Sensory Devices 
for the Blind Committee, which will investigate not only guiding 
devices, but also methods whereby the printed word in an 
ordinary book can read aloud to the blind ; an improvement of 
recorded “ talking books,” braille machines, and other apparatus. 
Through the generosity of an anonymous donor enough money 
has been made available for the committee’s work for five years. 
It has already met twice, and on its advice St. Dunstan’s has 
decided to set up a research unit with 2 full-time research 
physicist and a biologist. The research work will include inves- 
tigations into the better use of the little glimmer of sight that 
remains with many people who are technically blind, and the 
substitution of the other senses for the sense of sight. 


MENTAL HOSPITAL POPULATION : PROPOSAL FOR 
DISPERSION 


A proposal for reform of mental hospitals which would change 


the atmosphere of these institutions and abate the public fear 


of them, which is a handicap to psychiatric treatment, was 
made by Lieut.-Col. J. Ivison Russell, medical superintendent 
of the North Riding of Yorkshire Mental Hospital, at a meet- 
ing of the Mental Hospitals Association recently held at Guild- 
hall, London. The fact that the mental hospital is considered 
as a last resort—a place for the recepticn only of those cases 
which cannot be managed elsewhere—is undoubtedly a great 
hindrance to te acceptance of the mental hospital as a main 
centre for the treatment of mental illness. By the Mental 
Treatment Act the mental hospital is legally recognized as a 
proper place for the treatment of psychoneurosis, but that 
legislation does not give the hospital any popular appeal, and 
the fact remains that people are afraid of mental hospitals and 
will remain afraid of them until they are drastically re- 
organized. 

Col. Russell said that the most objectionable peculiarity of 
the mental hospital is its habit of retaining a large number 
of “settlers,” and he thought this number could be reduced. 
The settlers include four main classes, amounting to 70% of 
the total. There are 5°, who are recovered but homeless and 
who would probably not have sufficient stability in a competi- 
tive community. Then there are something like 45% of chronic 
psychotic cases, 10% of seniles, and 10%, of mental defectives. 
Col. Russell’s proposal is that the recovered cases, the seniles, 
and a proportion of the chronic psychotic cases could be more 
suitably accommodated in subsidiary homes, and that con- 
genital cases should be treated in mental deficiency colonies. 
The recovered cases would be transferred to a resettlement 
unit remote from the hospital. Many of the chronic psychotics 
could be adequately supervised in after-care homes in a rural 
environment ; and separate infirmaries would be instituted for 
senile patients. All these remote units would function as 
integral parts of the mental hospital, which would be con- 
ceived as a group of therapeutic centres rather than as a single 
unit. 

As for mental defectives in mental hospitals, Col. Russell's 
recommendation is that every patient before admission to hos- 
pital should be seen by a psychiatrist whose duty it would be 
to advise on the appropriate institution, and in the case of 
transfers between mental deficiency colonies and mental hos- 
pitals the concurrence of the medical officer of the receiving 
institution should be required. 

This would leave the headquarters hospital, with an annexe 
at a distance of 300 yards or so. In the annexe would be those 
chronic psychotics who, owing to abnormality of behaviour, 
were unfit for transfer to after-care homes. At the main hos- 
pital the reception wards for depressive and anxiety states on 
the one hand and for states of excitement and socially dis- 
agreeable behaviour on the other should be in separate build- 
ings. The administrative offices, progress wards, special treat- 
ment rooms, out-patient consultation rooms, occupational 
centres, operating theatre and laboratories, and sick-rooms for 
bodily illness would be at the main hospital. These measures, 
Col. Russell claimed, would reduce by one-half the number 
of alleged incurables at the main headquarters hospital, and 
would so change its character that patients and their relatives 


would be willing and even glad to have the modern psychiatric 
treatment available at such centres. He agreed that the pride 
of administrators in the size of their large institutions would 
have to be combated, also that dispersal of units can show 
some economic and administrative disadvantages, but the 
making of the mental hospital acceptable to the public mind 
seemed to outweigh these disadvantages. 


Industry and Psychiatric Research 


At the same meeting of the Mental Hospitals Association 
there was an interesting paper by Dr. J. R. Murray, medical 
superintendent, St. George’s Hospital, Morpeth, who urged the 
development of a liaison between psychiatric research centres 
and industrial undertakings and the industrial health service. 
Research, he said, was the key to the future of psychiatry. 
Such research as had been done in the past, often painstaking 
and sometimes brilliant, had suffered by its separation from the 
main stream of medical research, and had lacked the critical 
and stimulating contact with university thought which it was 
hoped would be brought about in a new mental health service. 
Research into positive mental health was required as much as, 
or more than, research into the negative aspects of the prob!em. 
The work done in the Services by way of personnel selection, 
with its intelligence, temperament, and aptitude tests, had fore- 
shadowed a wide field for vocational guidance and industrial 
psychology. 


Medico- Legal 


ANTI-VIVISECTION SOCIETIES NOT CHARITABLE 
BODIES 


In the King’s Bench Division on July 27 Mr. Justice Macnaghten 
allowed an appeal by the Crown in the case of the Commis- 
sioners of Inland Revenue y. the National Anti-Vivisection 
Society, on the ground that in his view the society was not 
entitled to exemption from income tax as a charitable body. 

The hearing of the appeal occupied two days. In his con- 
sidered judgment Mr. Justice Macnaghten said that the socety 
had claimed exemption on the ground that it was a body of 
persons established only for charitable purposes. The Commis- 
sioners for Special Purposes of the Income Tax Acts had con- 
sidered themselves bound by a decision given in 1895 by Mr. 
Justice Chitty in the case of Foveau Cross y. the London Anti- 
Vivisection Society, in which the society was held exempt from 
income tax. The question, said his lordship, was whether the 
Special Commissioners were right in holding themselves bound 
to follow Mr. Justice Chitty’s clear decision that a society for 
the total suppression of viviSection was a charity. He accepted 
the facts, which had been found by the Commissioners, that the 
main object of the society was the total abolition of vivisection, 
and held it conclusively proved that the discontinuance of ex- 
periments on living animals would be a serious obstacle in the 
way of obtaining further medical knowledge of benefit to the 
public. That being so, it seemed to his lordship plain that the 
society had failed to establish that it was a charity beneficial 
to the community. In his view the Commissioners ought to 
have rejected the claim to exemption from tax under Sect. 
37 (1) of the Income Tax Act, 1918. 

We understand that the National Anti-Vivisection Society is 
appealing against the judgment and is being supported by other 
bodies of a similar description. Certain of these, such as the 
Animal Defence and Anti-Vivisection Society, make anti-vivi- 
section only one of their obiects, and carry out many-sided 
work for the protection of animals in general, such as hospitals, 
homes, and aid posts, which would be regarded as charitable 
on any reading of the word, and if the judgment is sustained 
some means will have to be found, presumably, of separating 
for tax purposes the anti-vivisection propaganda of the society 
from its other activities. 


S. Nesbitt, P. F. Mark, and H. M. Zimmermann (Arch. intern. 
Med., 1945, 22, 601) record a case of Kaposi's disease (disseminated 
visceral idiopathic haemorrhagic sarcoma) which was of special 
interest because of the involvement of the thyroid gland and brain, 
of which there has not been a previous example recorded. 
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Epidemic Diarrhoea 


Sir,—I have read with great interest the leading article on 
epidemic diarrhoea (Aug. 11, p. 189). Early in 1941 (April 12, 
p. 554) I published jointly with Major (then Captain) D. J. 
Davies a preliminary report on gastro-enteritis at a large Army 
centre. This clinical work was done in conjunction with 
Dr. Robinson, lecturer in bacteriology, Liverpool University, 
then in charge of the E.M.S. Laboratory at Conway, who was 
at that time not allowed to publish the article jointly with us 
by the E.M.S. regulations then in existence. This preliminary 


report, which at the time created a little interest, as shown in 


the letters sent to us and to the Journal, was to have been 
followed by another report based on our further clinical work 
and the findings of Drs. Scott and Griffith, of the Ministry of 
Health, who were working with the specimens of blood we sent 
to them. This work they informed us was most promising, and 
they had transmitted the infection through several series of 
monkeys. Unfortunately, they were both killed in the May, 
1941, “ blitz” on London, and all their papers were lost. At 
the time, if I remember rightly, they thought that they had 
discovered a virus which was definitely the cause of the 
epidemic gastro-enteritis, and they were in process of identi- 
fying the strain—I am, etc., 

A. H. D. Smit. 


Lianelly. 


Amoebiasis 


Six.—In the Journal of April 28 (p. 613) it is reported that 
Dr. Morgan asked the Secretary of State for the Colonies for 
information about amoebic dysentery in the South and East 
African Colonies from below Egypt to the Cape. In South 
Africa, Natal is generally considered to be a hotbed of the 
condition. In one Durban African hospital alone there were 
over 1.200 proved cases in 1944. Other hospitals and private 
nursing homes have the same story. 

The disease takes a much more virulent form in Africans 
than in Europeans : the Indian population is relatively immune. 
In the African there is an acute dysentery with prostration 
and dehydration. On examination, the stools are literally teem- 
ing with active haematophagous trophozoites, as many as 100 
amoebae having been counted in a single low-power field. The 
cellular content of the stool is that of an acute bacillary 
dysentery. When it has been possible to culture the stools 
organisms of the dysentery group are very seldom found. In 
Europeans here, however, the disease is more chronic, with an 
accent on the remoter less specific effects of the organism. 
The Indians seem to have developed a symbiosis with the 
amoeba, though they do not show a high incidence of the 
concition. 

The incidence of the more acute form in the native popula- 
tion is contrary to usual teaching, and rather suggests that this 
may be a “new” disease to them. This is borne out by the 
low incidences of this condition reported elsewhere, both in 
other South African provinces and in the Parliamentary note 
referred to. 

Dietetic influences may also play a part in determining the 
difierence in the condition found in Africans and in other races 
here in Natal. The natives have a predominantly carbohydrate 
diet, and it may be that this predisposes to an acute form of 
the condition, as it does in dogs. There may, of course, be an 
associated avitaminosis. The importance of the dietetic factor 
is also illustrated in the fact that there has been a marked 
increase in the condition during the war years, when the native 
urban population have been deprived of their meat, which 
constituted their main supply of protein. It is a remarkable 
fact that there has*also been, during the same period, a 
phenomenal increase in the incidence of tropical ulcer in the 
same people, though this condition is also found in the Indian. 

I am, etc.., 


Durban. R. ELtspon-DeEw. 


Treatment of Infective Hepatitis 


Sir,—May I use the medium of your columns to bring 
forward some tentative suggestions for the treatment of infec- 
tive hepatitis. 

It is established that the disease is almost certainly due to a 
virus. It seems a possibility that the latter may require 
methionine for its own economy. The liver would thus be 
deprived of an important metabolite and necrosis would ensue. 
The administration of methionine while the virus is still active 
might encourage further growth of the infective agent, in 
addition to stimulating recovery of the liver. These two effects 
are mutually antagonistic, and hence the apparent ineffective- 
ness of methionine in treatment. On occasion the amino-acid 
might even be dangerous, in so far as stimulation cf the virus 
could be greater than that of the liver and so lead to further 
necrosis. This would seem to be borne out by the unfortunate 
experience of Higgins (Higgins et al., 1945). This may, how- 
ever, have been pure coincidence. There is a possibility that 
the virus does not itse!f require methionine, but is capable 
of rendering that compound unavailable to the liver. The 
above remarks will apply equally well to the use of choline 
(Richardson and Suffern, 1945). This substance would seem 
to increase the methionine/cysteine ratio (Gyérgy and 
Goldblatt, 1940). In this way it acts merely by making more 
methionine available to the liver. . 

The primary problem of treatment is, therefore, to destroy 
the virus. Administration of methionine might then be of some 
use in accelerating recovery. The question would seem to be 
one of immunity. On these grounds the early administration 
of y-globulin to established hepatitis might be indicated. It 
has already been shown in the U.S.A. to have marked prophy- 
lactic value in this disease. ; 

On the other hand methionine apparently speeds recovery 
from arsenical hepatitis. This apparent anomaly is capable of 
explanation by assuming that the virus of this disease sensitizes 
the liver to the action of arsenic in therapeutic dosage. This 
is the exact converse of what is generally thought—namely, 
that arsenic sensitizes the liver to the virus. The metalloid is 
known to produce necrosis by interference with the thio-amino- 
acids oi the liver cell. This is limited by the amount of arsenic 
given and, therefore, can be overcome by therapeutic adminis- 
tration of methionine, or possibly choline. 

Finally, it is important to stress the possible value of 
y-globulin in the prophylaxis of homologous serum jaundice as 
well as that of arsenical hepatitis—I am, etc., 


A. L. LATNER, 


Wirral, Cheshire. Capt., R.A.M.C. 
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Effort Syndrome in West African Soldiers 


Sir.—I have just had the opportunity of reading Major 
M. D. W. Elphinstone’s criticism (July 28, p. 134) of my article 
on effort syndrome in the West African soldier (June 30, p. 908). 
While I maintain that the facts and figures given in the article 
do lend support to the conclusion arrived at, it cannot be denied 
that the proportion of Christians to non-Christians in the 40-bed 
surgical ward of the hospital in which the cases were recorded 
do suggest that this hospital did not serve its quota of com- 
batant units with their predominantly Mohammedan and pagan 
personnel. I am grateful to Major Elphinstone for raising the 
matter, for the true explanation cannot be deduced from the 
article. 

In fact, during the first ten months of the year in which this 
investigation was undertaken the hospital did serve units of all 
arms in the Gold Coast, including the infantry. Indeed, if 
cases of effort syndrome were to be found in non-Christians, 
this hospital was better placed to receive them than any other 
medical unit in the Gold Coast. During the last two months 
of the investigation, however, troop movements from the 
hospital area caused a considerable decrease in the proportion 
of non-Christians admitted to the hospital, and this was the 
state of affairs when the count was taken in the surg‘cal ward. 
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Without doubt figures more favourable to my case could have 
been obtained by selecting them from the ward reports of a 
few months previously, but this might have savoured of “ cook- 
ing the accounts.” 1 should add that in the first ten months 
eleven of the twelve cases recorded were seen. 

Major Elphinstone also suggests that if a non-Christian 
soldier with effort syndrome did reach a “sympathetic ” 
R.M.O. the latter would probably fail to diagnose the condi- 
tion, because he would have the same difficulty as I had in 
getting en rapport with such a patient. I cannot agree with 
this. The R.M.O.s of the combatant units in the hospital area 
were, I am glad to say, sympathetic, but not soft, and some 
of them had had very considerable experience in dealing with 
the West African native. Furthermore, the diagnosis of effort 
syndrome rests on the presence of definite symptoms and signs. 
The Northern Territory man is able to complain directly, or 
through interpreters, of such symptoms as pain in the chest, 
headache, inability to take exercise, or anorexia when they are 
due to organic disease: why not when they are manifestations 
of effort syndrome? The doctor need not be in mental 
harmony with his patient to make a diagnosis of effort 
syndrome. On the other hand, this is essential if he is to dis- 
cover why (not whether) the man has developed tne syndrome, 
so that even with English-speaking Africans “no attempt has 
been made to diagnose the psychological abnormalities under- 
lying these cases” in the paper.—I am, etc., 


Brompton Hospital, London, $.W.3: Deryck L. H. Gopparp. 


Breast-feeding 


Sir,—Dr. R. O. Barber (April 21, p. 566) clings tenaciously 
to the older concepts of breast-feeding, the teaching of which 
has, in my experience, only helped to confuse and confound 
mothers still further. 

It is refreshing to note the observations made by Dr. M. 
Pallot (May 19, p. 714) and endorse his remarks about the care 
of the nipples. For over ten years I have advised mothers to 
apply gauze soaked in cod-liver oil to the nipples as a prophy- 
lactic and therapeutic measure against cracking, with most 
gratifying results. Unlike most of the other applications 
prescribed, cod-liver oil is safe, sound, and efficient. Should 
the baby happen to lick some of it off it can only do good.— 
I am, etc., > 

Johannesburg. 


M. WITKIN. 


Day Nurseries 


Sir,—When I wrote to you on the question of mothers with 
young children going out to work I mentioned three people 
concerned. | had in mind a fourth—the well-intentioned 
“advocate and supporter” of day nurseries—but I did not 
mention him because I wished to lure him into print. 
Sir Drummond Shiels and Dr. L. Stuart Woolf (Aug. 11, p. 198) 
have duly obliged. What do their arguments amount to? 

Sir Drummond sets out the reasons which have led to the 
establishment of day nurseries, and as statements of fact I 
accept most of them. I must, however, protest when, after 
stating quite correctly that the arrival of the first baby brings 
a tie which makes it difficult for husband and wife to go out 
together, he goes on to make the romantic suggestion that this 
“first break in married happiness ” is averted by the existence 
of the day nursery. If all the adult males of the country were 
night watchmen there might be some point in the suggestion, 
but as in fact father’s return from work usually coincides with 
the closing of the day nursery this delightful picture will not 
bear examination. 

Dr. Woolf accuses me of “half-truths.” I wrote from 
twenty-five years’ experience of industrial practice, and I can 
only say that I find his statements not half-true but utterly 
fantastic. What proportion of fathers are in prison, or have 
deserted their wives, or own one-man businesses? As for 
mothers in lodgings, I have never come across one (she can’t 
afford it: what is she going out to work for?) ; and if the child 
is so happy at the day nursery why is he so pleased when his 
mother comes to take him away? 

The essential difference between myself and my critics is to 
be found in the first paragraph of Sir Drummond Shiels’s letter, 


where he speaks of “ misunderstanding . . . of the motives of 
those who advocate and support day nurseries.” He is wrong. 
1 do not question their motives ; I do not doubt that their road 
is paved with good intentions ; but where does it lead to? 

In my last letter I suggested that encouraging young mothers 
to go out to work (which is what we do whenever we put up a 
day nursery) not only is bad for the individuals concerned but 
also is a definitely anti-social policy. As surely as * Speenham- 
land” it involves a subsidy in aid of wages, with this difference 
—that whereas “ Speenhamland”’ made for a rise in the birth 
rate, this makes for a fall. Is it not highly significant that 
neither of my critics has ventured to take up the population 
issue? This is all the more regrettable because S:r Drummond’s 
letter shows that he, at any rate, appreciates something of the 
problems involved, yet the shock of my letter has so confused 
him that he ends by begging me to agree to the temporary con- 
tinuance of some day nurseries. I never proposed that we 
should celebrate “ VJ-Day” by shutting up a single one of 
them; what I said was that every one was a blot on our 
civilization. So is every slum, but not one of us would pro- 
pose to pull down a single slum at this moment: even a slum 
house is better than no house. Now slums represent the 
nineteenth-century attempt to meet the needs of underpaid 
workers, and day nurseries one of the twentieth-century’s 
attempts to tackle the same problem. Are either of them the 
best that we can do? 

We know that elected local authorities and the Ministry of 
Health are (historically) young, and, like many young children, 
are fond of building with bricks ; but are they not old enough 
to give up saying: “Look what I’ve done; isn’t it clever? ” 
and to say instead: “Let’s look what we’ve done: is it good 
enough? ”—I am, etc., 

Wandsworth. F. GRay. 


Toxic Properties of Sting-ray’s Sting 


Sir,—I read with special interest Dr. Muir Evans’s letter on 
the toxic properties of the sting-ray’s sting (Aug. 4, p. 165), as I 
have personal experience of being stung both by the sting-ray 
in Cornwall and by a jelly-fish in the Suez Canal during the 
1914-18 war. By an odd chance the sites of stinging were very 
similar in both cases to those described in the letter. 

I can confirm the excellent description of the wound and 
progress of symptoms from the sting of the ray. It appears to 
me, however, that some of the symptoms in these cases—i.e.. 
vomiting and constipation—might be attributed to the morphine, 
as these symptoms are common with this drug. It is also pos- 
sible—and ‘his is the point which appears to me of interest 
that the toxic properties of the sting may render the victim 
unusually sensitive to the effects of morphine. I had no mor- 
phine on either occasion and did not vomit or have severe 
constipation. It would be interesting to know whether controls, 
who had the misfortune not to receive morphine for the relief 
of their pain, escaped also the vomiting and constipation.— 
I am, etc., 

Camborne. R. H. Biarre. 


Recommendations of the Goodenough Report 


Sir,—I find it difficult to appreciate Sir Ernest Graham- 
Little’s objection (Aug. 11. p. 199) to a reform which would 
restore the London M.B., B.S. degree to its rightful place as a 
qualifying degree. I think most medical practitioners who 
have been students at any of the London medical schools would 
agree that a reform in teaching methods and examinations is 
long overdue. The practice of leaving a student in his clinical 
years to amuse himself for three years before taking his finals 
is hardly in keeping with any reasonable system of education. 

I am, etc., 
F. J. 

Bradford. Capt., R.A.M.C. 


S. L. Robbins (Arch. intern. Med., 1945, 75, 280) records three 
cases of cerebral abscess complicating congenital septal defects of 
the heart, which brings the total number of such cases to 26. In 
only three of the cases on record was an ante-mortem diagnosis 
made and surgical drainage instituted. 
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Obituary 


ROBERT ALFRED WORTHINGTON, O.B.E., F.R.C.S. 


The death of Mr. Robert Alfred Worthington of Exeter re- 
moves one of the best-known surgical specialists in the West 
of England and also a man of more than local fame as an 
accomplished water-colour painter. 

Though he spent nearly the whole of his professional life in 
Devonshire, Worthington was a Yorkshireman, born at Saltaire 
67 years ago. Both his father and mother were artists—his 
father was also a mathematician and physicist of some distinc- 
tion—and the son inherited their gift. At Rugby he won a prize 
for drawing, a subject not much esteemed in public schools in 
those days, and he was told that it was a pity he could not get 
a prize for something serious. From Rugby he went to Clare 
College, Cambridge, and, adopting medicine as his career, pro- 
ceeded to the London Hospital, quaiifying in 1904. For a time 
he was clinical assistant in the out-patient department at the 
East London Hospital for Children, and assistant director, under 
Prof. H. M. Turnbull, at the Pathological Institute of the London 
Hospital. While serving in the latter appointment he was 
responsible for the first and second volumes of the archives 
of the Institute, and in their production he showed his skill not 
only in editorship but in design and illustration, setting so high 
a standard that no one, apparently, was found to emulate him 
after he left the London Hospital, and no more annual volumes 
were issued. 

In 1909 he took his F.R.C.S., and afterwards studied for a 
time in Berlin, where he acquired experience in the endoscopic 
methods then coming widely into use. In 1911 he was appointed 
surgical registrar and assistant pathologist to the Royal Devon 
and Exeter Hospital, and thus began his connexion with Devon- 
shire which continued until his death. Presently he specialized 
in otology and laryngology, and in 1914 he became surgeon-in- 
charge of the ear, nose, and throat department at his hospital. 
He still continued to do general surgery as well, and during the 
first European war, when he was in command of the 2nd 
Exeter General Hospital, he was responsible for the general 
surgery there as well as for his own specialty. After the war 
he devoted himself exclusively to ear, nose, and throat work. 
He became aurist to the West of England Institute for the Deaf 
and Dumb and aurist and laryngologist to a number of hospitals 
in his county. For a time he was lecturer in vocal anatomy and 
phys‘ology to the London Academy of Music, and was co-author 
of a book entitled The Mechanics of Voice Production, illus- 
trated by a number of x-ray pictures of his own throat during 
the various phases of speech. He himself had suffered in early 
life from a speech defect, which he overcame by his own efforts 
until it was no more than a rather attractive hesitancy, and to 
help others similarly placed he wrote a thesis on stammering 
and its treatment. His reputation stood high among his fellow 
specialists, and he was made vice-president of the Section of 
Otology of the Royal Society of Medicine. 

In his earlier life Worthington’s chief recreations were music 
and hunting, but during the last twenty years he developed his 
native skill with the brush and devoted much of his leisure 
to water-colour. It was said that he never undertook a profes- 
sional or recreational journey without his painting materials, 
never knowing what subject might catch his observant eye. He 
was not only a painter, but a discerning critic and collector, an 
expert on the work of the English school of water-colour. At 
a time when it was thought that Exeter was safe from air raids 
he stored in the basement of his house in Southernhay many 
valuable pictures, the property of his London friends. In May, 
1942, Exeter was the target of a * Baedeker raid” and Worth- 
ington’s house was set on fire by incendiary bombs. He mace 
superhuman and successful efforts to remove to a place of safeiy 
the treasures of which he was in charge, but his house was 
destroyed, and with it perished most of his personal collection 
and his own work. He never quite recovered from the shock 
of that experience, and during the last eighteen months his 
health caused serious concern to his many friends. He died at 
Honiton after an attack of cerebral haemorrhage. 


Worthington married Miss Evelyn Bankart, sister of Mr. 
A. S. Blundell Bankart, the London orthopaedic surgeon. She 
survives him, with one daughter. 


C. E. M. JONES, M.B., B.Cu. 


The news of Dr. C. E. M. Jones’s death on Aug. 3 at Alton, 
Hants, was received by his many friends with great sorrow. 

Charles Edward Mellersh Jones was born on May 9, 1881. 
He was educated at Eggars Grammar School, Clifton College, 
and King’s College, Cambridge, and received his medical train- 
ing at Guy’s Hospital, graduating M.B., B.Ch.Cantab. in 1908. 
He started his medical career at Alton with his father, the late 
Dr. G. M. Jones, and at the outbreak of the 1914 wer was M.O. 
of the 4th Battalion of the Hampshire Regiment. In October, 
1914, he was sent with his battalion to India, and in the follow- 
ing March went to Mesopotamia. After serving through all the 
operations of that campaign he was taken prisoner on the fall 
of Kut. He was kept a prisoner in the hands of the Turks in 
the Taurus Mountains, and gained his freedom only after the 
cessation of hostilities. 

On his return to England he joined the resident medical staff 
of the Lord Mayor Treloar Hospital, and as chief assistant to 
the late Sir Henry Gauvain a loyal partnership and deep friend- 
ship was formed between the two men who did so much for the 
hospital and for its patienis. This happy partnership lasted well 
over 20 years, and was ended only this year by the death of 
Sir Henry Gauvain, to whom Dr. Jones was the natural suc- 
cessor as medical superintendent. Sir Henry repeatedly acknow- 
ledged the debt he owed to his old friend and the part he 
played in all the activities of the hospital. His knowledge of 
surgical tuberculosis in children and adolescents in particular 
was profound, but, with so many chronic cases in the wards, a 
cheerful and optimistic atmosphere is almost as important as 
medical skill, and in creating and preserving this atmosphere 
these two men were supreme. He was a gifted teacher, as many 
a student, taken by his chief in a party to visit the hospital, has 
gratefully testified. 

Jones was deeply loved by all, both patients and staff. On 
innumerable occasions a whispered word and a fatherly caress 
irom him brought smiles instead of tears to the face of a little 
patient. Jones was invariably cast for Father Christmas, a part 
his enthusiasm for amateur theatricals enabled him to fill with 
unusual success. 

The young doctors on joining the staff, without exception, 
rapidly acquired a deep respect and affection for “* Jonah.”. His 
unfailing courtesy to all whose duty took them to the hospital, 
his love of good company, and his fund of good stories made 
him everybody's friend. He was an excellent boxer in his 
younger days, and as a fast bowler assisted the Alton XI on 
many occasions. As a batsman it was either six or nothing. 
He will be sadly missed by his dogs as well as his host of 
friends. H. A. T. F. 


Medical Notes in Parliament 


New Government’s Programme 


The King’s Speech, read to both Houses of Parliament on 
Aug. 15, promised increase by all practicable means of the 
number of houses available in town and country. It announced 
that Parliament would be asked to approve measures to provide 
a comprehensive scheme of insurance against industrial injuries, 
to extend and improve the existing scheme of social insurance, 
and to establish a national health service. A promise was 
g.ven that Ministers would keep in being and extend the new 
food services for the workers and for mothers and children 
which had been established during the war. Education re- 
forms already approved would be brought into practical effect 
at the earliest possible Cate. 

Speaking in the Debate on the Address on Aug. 16 
Mr. ATTLEE said there was a world shortage of meat, fats, 
and sugar, which could not be overtaken because the food 
was not there. It would be unwise to expect that the end of 
the war with Japan would materially affect the position for some 
months. Nothing the Government could do in new housing 
construction would substantially alleviate the serious position 
which would arise this winter. For the present, direct'on of 
the housing campaign would rest with the Minister of Health 
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in England and Wales, and in Scotland with the Secretary of 
State. The Government intended to introduce legislation pro- 
viding a comprehensive scheme of industrial insurance, and 
to expedite the setting up of a national health service. 


Negotiations with Medical Profession 


When the debate was resumed on Aug. 17 Mr. GREENWOOD 
said the Government’s duty was to proceed with the National 
Insurance Scheme and follow that with the health plan. That 
course was forced on the Government by the terrible muddle 
in which the health plan had been left by the late Minister of 
Health (Mr. Willink). The White Paper on the Health Services 
had not gone as far as the Labour Party would have liked, but 
had been generally accepted by the House. Yet after undue 
delay the fact had become known that Mr. Willink, behind the 
backs of everyone else, had opened discussions with the British 
Medical Association. 

Mr. WILLINK pointed out that Mr. Tom Johnston, a member 
of the Labour Party, had been associated with him in these 
discussions. 

Mr. GREENWOOD said that when the secret discussions closed 
the late Government had not been committed in any way. The 
present Government would not start where these negotiations 
had finished. It must go back to the White Paper, and its task 
would be more difficult because of the unnecessary concessions 
which Mr. Willink had made. Mr. Greenwood added that 
Mr. James Griffiths, the Minister of National Insurance, was 
pressing on with further details of the social insurance measure. 
This looked like becoming one of the longest Bills ever seen in 
the House of Commons, but should be in the hands of Members 
when they resumed next year. 

In the House of Lords on May 16 Viscount ADDISON, speak- 
ing as Leader of the Hovse in the Debate on the Adcress, said 
the health and social insurance proposals were based in the 
main on those which recently had been produced and agreed 
to. There would have to be, on the health side. departures from 
decisions which Mr. Willink seemed to have reached in camera 
with various parties but which had not been disclosed. He left 
it at that. 


UNIVERSITY OF GLASGOW 


It is announced that in response to the invitation of leading repre- 
sentatives of the University Liberal, Scottish Nationalist, and 
Socialist groups, and also of leading Independents, Sir John Boyd 
Orr, M.D., F.R.S., who returned to Parliament after the General 
Election, has accepted nomination as Independent Progressive 
candidate for the Lord Rectorship of Glasgow University. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 
POSTGRADUATE SURGICAL TEACHING 
The Royal College of Surgeons maintains a Library, Museum, and 
Laboratories for the use of medical graduates from all parts of the 
world. These facilities are available to Fellows and Members of 
the College by right, but they have also been made open, on suitable 
introduction, to graduates of medicine who are not Fellows and 
Members. They are also open to undergraduates, and a_ large 
number of students have used the Library during the war, though 
unfortunately the museum specimens have not been available. It 
is hoped that specimens will be on exhibition again at an early date. 

In addition to the above facilities short courses of instruction 
have been held cach year on the contents of the Museum—the 
Arnoit Demonstrations in Anatomy by Prof. Cave, and the Erasmus 
Wilson Demonstrations in Pathology by pathologists and surgeons 
appointed each year. These classes have been attended by large 
numbers of graduates and undergraduates. In addition, the Arris 
and Gale and the Hunterian Lectures provide opportunities for the 
presentation of criginal work in anatomy, physiology, pathology, 
and surgery. 

In recent years the Professors of the College have given an in- 
creasing number of lectures, and it has now been decided that two 
regular courses shall be given each year on anatomy, pathology, and 
applied physiology—by Professors Wood Jones, A. J. E. Cave, 
J. Beattie, and R. A. Willis. These courses will deal with the sub- 
jects of the Primary examination for the Fellowship. They are not 
designed, however, to provide complete and comprehensive instruc- 
tion in these subjects but to deal with such fundamental aspects as 
shall be selected from time to time. They must not be regarded as 
classes specially arranged for the examination; but they are so 
planned as to be helpful to candidates, and also to practising 
surgeons, by dealing with recent advances in these subjects and their 
practical application. At present these courses are open to all 
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medical graduates without fees, but later on fees may be charged 
to those who are not Fellows or Members of the College. 

The Council has also decided to provide instruction in surgery 
by arranging courses of lectures each year, designed to assist those 
who are engaged in specialist work, and those who are preparing 
themselves for the Final examination for the Fellowship of the 
College. The lecturers will be chosen each year from a panel of 
teachers, and the subjects dealt with will cover a large range of 
general and specialist surgical work. The lectures will be arranged 
in two courses, one in the spring and one in the autumn. Lectures 
will be given at 5 p.m. on several days a week, but there will always 
be one of special interest on Thursdays. The lectures will be free 
to Fellows and Members, but others desiring to attend the courses 
will be required to pay a small fee. 

In addition to the facilities provided and the lectures and 
demonstrations outlined the College awards several prizes for 
meritorious work as well as many Fellowships for those who desire 
to engage in practical work in the Museum and Laboratories or to 
devote some time to research. The awards open are: 

1. For Undergraduates.— Begley Prize in anatomy and physiology, £16 10s. 


*Jenks Scholarship, £27 p.a. for five years. Macloghlin Scholarship, £90 p.a 
for five vears. “Bs 

2. For Graduates.—Hunterian Professorships, 12 each year, £10 10s. Arris 
and Gale Lectureships, three each year, £10 10s. Charles Tomes Lectures, two 
each year, £10 10s. Every four years alternately with Liverpool University and 
the Liverpool Medical Institution—Robert Jones Travelling Fellowship, £250 
Leverhulme Scholarships—two of £500, usually for three years. Bland-Sutton 
Research Scholarship, £300. Prophit Research Studentships, two of £500 
*Streatfeild Research Fellowship, usually £250 for three years. *Mackenzie 
Mackinnon Research Fellowship, three of £250 or according to circumstances. 


3. Awards for Special Meritorious Work.—Bradshaw Lecture, £27. Thomas 
Vicary Lecture, £10 10s. Robert Jones Lecture, £30. Moynihan Lecture, £125. 
Lister Medal, £500. Cartwright Prize, £100. Walker Prize, £100. Jacksonian 
Prize, £18 5s. John Hunter Medal and Triennial Prize, £50. John Tomes Prize 
£22. Hallett Prize, £5 5s. 


* Jointly with the Royal College of Physicians 


The Services 


Acting Surg. Lieut.-Cmdr. G. R. Nicks, R.N.V.R., has been 
appointed O.B.E. (Military Division) for excellent service in the 
maintenance of law and order in Greece during the period of the 
Civil War, 1944-5. 

Temp. Surg. Lieut. M. Sherrard, R.N.V.R., has been mentioned 
in dispatches for distinguished service, efficiency, and zeal while serv- 
ing in one of H.M. ships in the clearance of the Aegean and the 
relief of Greece during the period 1944-5, 7 

Major W. H. Cavan and Major (Acting) J. I. Matas. R.C.A.M.C., 
have been mentioned in dispatches in recognition of gallant and 
distinguished services in Burma. 


A meeting of the Medical Society of the L.C.C. Service will be 
held at the County Hall, Westminster Bridge, S.E., on Wednesday, 
Sept. 5, at 4.30 p.m., when a discussion on subarachnoid haemor- 
rhage will be opened by Dr. Barling, Dr. Bratton, Dr. Jacobs, and 
Dr. Simmons. 


The 104th annual meeting of the Royal Medico-Psychological 
Association will be held at 11, Chandos Street, London, W., on 
Wednesday and Thursday, Sept. 5 and 6, beginning at 10.30 a.m. 
each day. On Sept. 5 there will be a discussion on “ Ageing and 
Senility,” with contributions by Dr. Aubrey Lewis on a major 
problem of psychiatry; by Miss H. Goldschmidt on social aspects 
and Mrs. Margaret Eysenck on psychological aspects of ageing and 
senility ; and by Dr. Derek Richter on some biochemical changes in 
senility. The annual dinner will be held at the Savoy Hotel at 
7.30 p.m. On Sept. 6 the president, Lieut.-Col. A. A. W. Petrie, 
R.A.M.C., will open a discussion on ** The Future Organization of 
the Psychiatric Services,” and this will be followed by a 
discussion on the revision of the constitution and by-laws of the 
Association. 


On and after Aug. 27 the permanent address of the Tavistock 
Clinic will be Nos. 2-4, Beaumont Street, London, W.1 (formerly 
the Duchess Nursing Home), although it will be closed to patients 
until Sept. 10. The Clinic’s pre-war premises at Malei Place, W.C.1, 
were completely destroyed by enemy aciion in 1941, and it has been 
functioning since then in a wing of Westfield College. 

Among the eight Chinese representatives of different professions 
who are visiting this country just now as guests of the British 
Council is Dr. Wang Ging-Hsi, the physiologist and director of 
the Institute of Psychology of the Academia Sinica. He will be 
here for three months. 
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A provincial meeting of the Tuberculosis Association will be held at 
Bristol on Thursday, Friday, and Saturday, Sept. 6, 7, and 8. The 
programme is as follows: Sept. 6, 12.30 p.m., council meeting; 
2.15 p.m., opening address by Prof. R. H. Parry; 3 p.m., paper by 
Dr. William Stobie, “* Tuberculosis and the Eye”; 5 p.m., annual 
general meeting. Sept. 7, 9.30 a.m., paper by Dr. P. E. W. Edwards, 
‘Treatment of Primary Tuberculosis in Adults *; 10.30 a.m., dis- 
cussion, ** Chemotherapeusis in Empyema,” to be opened by Mr. 
J. E. H. Roberis and Prof. R. S. Pilcher; 2.30 p.m., visit to Ham 
Green Sanatorium, where there will be demonstrations by Dr. J. 
Campbell Faill and Mr. R. Belsey; 7 p.m., annual dinner. Sept. 8 
9.30 a.m., paper by Lieut.-Col. W. H. B. Bull, N.Z.A.M.C., “* Tuber- 
culosis in Allied Prisoners of War”; 10.30 a.m., papers on tuber- 
culosis in Europe during the war, (1) Prof. E. Rist, ** Tuberculosis 
in France,” (2} Dr. Henri Durieu, ** Tuberculosis in Belgium,” (3) 
Dr. Van Den Berg, “ Tuberculosis in Holland.’’ All the meetings 
will be held at Wills Hall, Bristol, with the exception of that at 
Ham Green Sanatorium. 


The Sheffield Radium Centre has received a gift of £10,000 from 
Mr. James Morrison for research in radiotherapy of cancer. The 
fund, which is to be named after the donor’s brother David, will 
be used to establish a radiotherapy research department at the 
Centre for investigation of new mechods of irradiation, for which 
supervoliage x-ray equipment and a radium beam unit will be in- 
stalled. The trustees of the fund, nominated by Mr. Morrison, are 
Dr. Sydney Atkin, Mr. G. W. Blomfield, medical director of the 
Centre, and Mr. F. M. Osborn, deputy chairman, Royal Sheffield 
infirmary and Hospiial. 

The Board of Management of the Marie Curie Hospital for Cancer 
and Allied Diseases (Fitzjohn’s Avenue, London, N.W.3)_ has 
received a_ gift of £2,000 from Lord Nuffield towards the 
Re-establishment Fund, to endow a bed. £250,000 is required for the 
rebuilding of the hospital, which was destroyed through enemy 
action early last year. 

The Sterilized Catgut Manufacturers’ Association has been formed 
to protect and to advance the interests of the members, and to 
negotiate with Government Departments and others on all relevant 
matters, 


The Council of the Royal Society of Medicine has decided to 
continue, as part of the Society’s normai services, the Visitors’ 
Reading Room, which for the past seven months has provided non- 
Fellows with accommodation and library facilities. 


Dr. M. Rana has been appointed a Nominated Indian Unofficial 
Member of the Legislative Council of Kenya Colony. 


Dr. George Riddoch has been appointed honorary consulting 
neurologist to the Ministry of Pensions. 


EPIDEMIOLOGICAL NOTES 


Discussion of Table 


in England and Waies there were 391 fewer notifications of 
measles than last week, but 98 more of dysentery. 

Although the total notifications of whooping-cough remained 
practically constant, there were considerable local fluctuations, 
the largest being an increase of 54 in Warwickshire. The noiifi- 
cations of diphtheria were 10 fewer than last week’s record low 
level. Monmouthshire, with a rise of 82, was the only exception 
to the general drop in the incidence of measles. 

Dysentery was more prevalent than for the past six weeks. 
No fresh outbreaks of any size were reported, but there were 
large increases in Oxfordshire, from 8 to 27, and in Lincoin- 
shire. from 11 to 62 (Scunthorpe M.B. 50). The other high 
totals were Lancashire 37, London 30, Middlesex 21, Surrey 20, 
Yorks West Riding 13, Warwickshire 13, Buckinghamshire 10. 

In Scotland notifications of scarlet fever rose by 26, there 
being 43 more cases in the western area than in the preceding 


week ; in all other areas the incidence fell. There were 21 
fewer notifications of dysentery, the largest return being 


Glasgow C.B. 17. 

In Fire the incidence of infantile diarrhoea and enteritis, 
falling by 52, was the lowest recorded for three months: 17 
deaths were registered from this cause in Dublin C.B. A record 
low level of diphtheria, 50 cases, resulted from the fall of 22 
in the notifications. Whooping-cough reverted to the level of 
the preceding weeks, with 23 fewer notifications. 

In Northern Ireland notifications of scarlet fever rose by 8. 
The incidence of other infectious diseases tended to fall. 


Week Ending August 11 


The notifications of infectious diseases in England and Waies 
during the week included : scarlet fever 937, whooping-cough 
936, diphtheria 346, measles 1,681, 
cerebrospinal féver 33, acute poliomyelitis 16, dysentery 300. 


EPIDEMIOLOGY SECTION 


acute pneumonia 25], 


BritIsH 
MEDICAL JOURNAL 


No. 31 


INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Aug. 4. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. (d) 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease nos notifiable or 
no return available. 


1945 1944 (Cor responding Week) 


Disease —— 
(a) (d) | (a) | (b) (c) | (d) | (e) 


Cerebrospinal fever | 39) 1} 15} — 40 


aths 


Divhtheria.. , 360 
Deaths 


Dysentery 
Deaths 


Encephalitis lethargica, 
acute —|— 2 
Deaths 


Erysipelas 33) 11 7 37 3 
Deaths 


Infective enteritis or 
diarrhoea under 2 
years 26 34 

Deaths 53} 8 8| 22 1 38) 4) 12) 11 6 


Measles* 
Deaths 


Ophthalmia neonatorum 
Deaths 


Paratyphoid fever 3, — 


Pneumonia, influenzal+ | 
Deaths (from influ- | 
enza) 


Pneumonia, 119, 12 9 
Deaths 3 12 r 9 7 12 4 4 


acute 


Poliomyelitis, acute .. 21 3 3 2 1 


Puerperal fever . . 4 18 
Deaths 


145, 16 8s} — | — 154, 6) 13 — 


Relapsing fever | 1; — 
Deaths 


Scarlet fever... .. 1,232) 65) 181] 17) 32] 1,410, 45, 180) 31) 37 


Sma!lpox 
Deaths 


| 
Typhoid fever .. rye | 
Deaths 


Tyohus fever... 1 — — 
Whooping-cough* 1,072, 46, 25 29 of 1,768) 97; 46 30) “415 
Deaths | 1 10); = 
Deaths (0-1 year) 303; 41) Sk) ov 17 287; 23) 56) = 22 

Infant mortality rate | | | 
(per 1,000 live births) 


Deaths (excluding still- | | | 
births) 3,781, 549} 508} 199) 4,238) 839) 176) 161] 117 
Annual death rate (per | 
11-5) 12-8) § 11-4) 10-4) § 


1,009 persons living) | | 
86) 869} 831) 271] 6,838| 587) 392| 390) 253 


Live births 
Annual rate per 1 000 
persons living 


Stillbirths 
Rate per 1,000 total 
births (including | 
stillborn) .. 


* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

+ Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 

t Includes puerperal fever for England and Wales and Eire. 

§ Owing to movements of population, birth and death rates for Northern 
Ireland are still not available. 


a 
j 
| 
4) 103, 50, 10) 471) 12) 100) 63, 23 
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ANY QUESTIONS ? 


Purpura 


Q.—A woman of 64 noticed that she was bruising easily. Some 
3 weeks after, purpuric spots began to appear in skin and mucous 
membranes, followed by epistaxis. Blood transfusions and_ spien- 
ectomy were carried out successfully, one moderate and two small 
attacks of epistaxis occurring at regular intervals post-operatively 
(7-10 days). Transfusion (fresh blood) was given after each epistaxis. 
Approximately 3 months after splenectomy purpuric spots are 
reappearing in skin and mucous membrane. The most recent blood 
count shows platelets 150,000 per c.mm. Is capillary weakness a 
factor as well as a low platelet count? Are further, regular attacks 
of purpura to be expected? Are blood transfusions necessary? If 
so, on what indication? Has focal infection any connexion, and, if 
so, where? What is the general prognosis? Which books are the 
best for reference ? 


A.—It is unusual for essential thrombocytopenia to occur at this 
age. Of a series of 271 cases collected by Wintrobe and co-workers 
(J. Amer. med. Ass., 1937, 109, 1170) only 10 were over 50 and 
none apparently over 60 years of age. The data given are inadequate 
for a differentia! diagnosis, but the possibility should be considered 
that the thrombocytopenia is secondary to some other malady, such 
as aplastic anaemia or leucopenic leukaemia. In essential thrombo- 
cytopenia capillary weakness is a factor, and the capillaries do not 
retract normally on injury. This has been demonstrated by 
R. G. Macfarlane (Quart. J. Med., 1941, 10, 1). Improvement 
follows splenectomy in about 80% of cases. It is not always com- 
plete and immediate, and there would still be a prospect of further 
improvement in the present case if the diagnosis is correct. Nor is 
recovery always permanent, relapses occurring in perhaps 109% of 
cases. When the disease is chronic, blood transfusions are really 
only of value for the anaemia, and there is no specific remedy. 
Focal infection is rarely of importance, but an allergic reaction, 
particularly to the drug sedormid, is always worthy of inquiry. The 
over-all mortality of essential thrombocytopenia in females after 
puberty has been given as 40% (Evans and Perry, Lancet, 1943, 2, 
410). Further reference may be made to the following books: 
The Hemorrhagic Diseases, by A. J. Quick, Springfield, Hl., 1942; 
and Clinical Hematology, by M. W. Wintrobe, Philadelphia, 1942. 

Apex Beat of Heart . 

Q.—Can the apex beat of the heart of normal size be felt in the 
mid-axillary line when the patient is lying fully on his left side, the 
apex beat not being palpable in the erect or dorsal position? 


A.—The normal apex can be felt in the left axilla when the patient 
lies on the left side—perhaps not quite so far as the mid-axillary 
line. The apex is then weil against the chest wall; whereas in the 
upright position obesity or emphysema might obscure it, or the 
vertical heart might have an apex beat near the mid-line. 


Bilateral Bronchiectasis 


Q.—A women of 30, who had a bad bronchial catarrh initiated 
by noxious fumes in a poison-gas factory some time ago, has been 
left with a number ef very small bronchiectases scattered about the 
bases of both lungs. Is there anything to be done about it? 


A.—Bilaterai. bronchiectasis is not necessarily unsuitable for 
surgical treatment; indeed, bilateral Iebectomies have been done 
with excellent results. The operations are, however, most likely 
to be successful in children and young adults. In the case of a 
woman of 30 bilateral intervention would be justified only if the 
symptoms were very grave or the amount and character of the 
sputum rendered iife intolerable. Operation on one side only is 
liable to be disappointing. Quite apart from this, it is doubtful if 
the type of disease present in this patient is suitable for operation. 
The causal agent and the description of “a number of very small 


bronchiectases scattered about the bases of both lungs’”’ suggest the 
probability of an associated chronic bronchitis and emphysema, 
which would definitely be unfavourable. 

Treatment should consist of postural drainage and _ breathing 
exercises, expiratory as well as inspiratory; if much infection is 
present, penicillin given by inhalation should be considered 


Drug Treatment of Cancer 


Q.—Can you recommend any form of drug treatment likely to 
benefit a man of 54 with inoperable carcinoma of the colon and 
secondary deposits in the peritoneum? Liver normal. Colostomy 
has been performed to relieve the obstruction. At the moment his 
general health is good. 


A.—It is certainly not possible to ‘‘ recommend” any form of 
drug treatment here, in the sense that one is justified in expecting 
benefit as a reasonably frequent sequel; there is at present no such 
justification. On the other hand, the question raises an issue of 
general interest, and is probably dealt with best from this wider 
point of view. Until comparatively recently the attention of most 
students of cancer was quite rightly held by the cancer cell’s 
autonomy and independence, and by its refractoriness to environ- 
mental changes of many kinds, including those which can be brought 
about by the action of drugs. On this basis there developed a con- 
firmed scepticism—still only too well merited so far as cancer in 
general is concerned—-as to the feasibility of affecting malignant 
growth by chemical agents which do not at the same time seviously 
interfere with the normal processes of growth and repair. Within 
the last few years, however, this rather extreme viewpoint has 
become modified, through the knowledge that both the growth 
characteristics and the histological structure of many tumours can 
be materially influenced by hormonal agents, and especially by 
oestrogenic compounds, both natural and = synthetic—a_ practical 
example being the useful control of prostatic cancer which has been 
achieved in this way. Carcinoma of the prostate is probably as 
exceptional an example as it is a favourable one, but it is a curious 
and still unexplained fact that in a small proportion of other types 
of cancer—for example, a low percentage of cases of carcinoma of 
the breast, and random examples of other cancers which one would 
not classify as possessing any special hormonal susceptibility of this 
kind—oestrogen therapy does in fact have some effect: e.g., local 
alterations in the tumour, accompanied by symptomatic improve- 
ment and gain in body weight. There is no means of predicting 
the outcome in these cases, and oestrogen trial alone would be 
jusufied only when all other possibilities of treatment had been 
exhausted, on the understanding that the prospect of any substantial 
degree of improvement is remote, and that where it occurs it is 
almost certain to be impermanent and even fleeting. Although there 
is no evidence that one oestrogen differs essentially from another 
so far as this action in cancer is concerned, a suggested regimen 
would be to administer dienoestrol by mouth in doses of 0.3 mg. 
thrice daily, to increase the dose fairly rapidly to, say, 5.0 mg. three 
or four times daily, and to maintain treatment for a period of three 
months before withdrawing the drug completely; the course could 
then be repeated after an interval of several weeks. 

Tt will be seen that much of the difficulty in reply to such a query 
arises from the circumstance that while we cannot affirm the applica- 
tion of oestrogens to the treatment of cancer other than that 
occurring in the prostate, neither can we completely exclude the 
possibility of benefit in individual cases of types arising elsewhere. 
Much patient work is required before the situation can be clarified, 
and those most closely concerned are the first to insist upon the 
need for present caution. As to other drugs or substances which 
have been sufficiently investigated, one cannot yet speak with con- 
fidence of any which hold out even this slight prospect of usefulness. 


Multiple Warts 


Q.—A schoolboy, apparently in perfect health, has a mass of warts 
on his hands and knees, and they are now appearing on his lips and 
face. This is a distressing condition, and I shall be grateful for 
advice. Cauterizing the warts individually would be an impossible 
task. 


A.—Apart from the plantar variety, which are often extremely 
painful, warts require consideration only because of their slightly 
disfiguring and slightly contagious qualities. They may be cured 
by suggestion or clear up spontaneously, which explains the curative 
effect of many nostrums and perhaps some published methods of 
treatment. Individual warts can be destroyed by caustics or the 
cautery, if skilfully used, and provided other and more urgent 
matters allow of the time required. X rays and radium are the 
prerogative of the specially trained expert. As none of these 
methods, even when skilfully and properly used, is free from the 
risk of producing permanent changes in the skin. each of us will 
consider whether the patient’s condition justifies the expenditure of 
time and skill on lesions which may at any moment vanish without 
trace. 
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A provincial meeting of the Tuberculosis Association will be held at 
Bristol on Thursday, Friday, and Saturday, Sept. 6, 7, and 8. The 
programme is as follows: Sept. 6, 12.30 p.m., council meeting; 
2.15 p.m., opening address by Prof. R. H. Parry; 3 p.m., paper by 
Dr. William Stobie, ‘‘ Tuberculosis and the Eye’; 5 p.m., annual 
general meeting. Sept. 7, 9.30 a.m., paper by Dr. P. E. W. Edwards, 
“Treatment of Primary Tuberculosis in Adults”; 10.30 a.m., dis- 
cussion, ‘‘ Chemotherapeusis in Empyema,” to be opened by Mr. 
J. E. H. Roberts and Prof. R. S. Pilcher; 2.30 p.m., visit to Ham 
Green Sanatorium, where there will be demonstrations by Dr. J. 
Campbell Fai!l and Mr. R. Belsey: 7 p.m., annual dinner. Sept. 8, 
9.30 a.m., paper by Lieut.-Col. W. H. B. Bull, N.Z.A.M.C., ** Tuber- 
culosis in Allied Prisoners of War’; 10.30 a.m., papers on tuber- 
culosis in Europe during the war, (1) Prof. E. Rist, ** Tuberculosis 
in France,” (2) Dr. Henri Durieu, ‘* Tuberculosis in Belgium,” (3) 
Dr. Van Den Berg, “ Tuberculosis in Holland.’’ All the meetings 
will be held at Wills Hall, Bristol, with the exception of that at 
Ham Green Sanatorium. 


The Shefligld Radium Centre has received a gift of £10,000 from 
Mr. James Morrison for research in radiotherapy of cancer. The 
fund, which is to be named after the donor’s brother David, will 
be used to establish a radiotherapy research department ai the 
Centre for investigation of new methods of irradiation, for which 
supervoliage x-ray equipment and a radium beam unit will be in- 
stalled. The trustees of the fund, nominated by Mr. Morrison, are 
Dr. Sydney Atkin, Mr. G. W. Blomfield, medical director of the 
Centre, and Mr. F. M. Osborn, deputy chairman, Royal Sheffield 
Infirmary and Hospiial. 

The Board of Management of the Marie Curie Hospital for Cancer 
and Allied Diseases (Fitziohn’s Avenue, London, N.W.3)_ has 
received a_ gift of £2,000 from Lord Nuffield towards the 
Re-establishment Fund, to endow a bed. £250,000 is required for the 
rebuilding of the hospital, which was destroyed through enemy 
action early last year. 

The Sterilized Catgut Manufacturers’ Association has been formed 
to protect and to advance the interests of the members, and to 
negotiate with Government Departments and others on all relevant 
matters, 

The Council of the Royal Society of Medicine has decided to 
continue, as part of the Society’s normal services, the Visitors’ 
Reading Room, which for the past seven months has provided non- 
Fellows with accommodation and library facilities. 

Dr. M. Rana has been appointed a Nominated Indian Unofficial 
Member of the Legislative Council of Kenya Colony. 

Dr. George Riddoch has been appointed honorary consulting 
neurologist to the Ministry of Pensions. 


EPIDEMIOLOGICAL NOTES 


Discussion of Table 


in England and Waies there were 391 fewer notifications of 
measles than last week, but 98 more of dysentery. 

Although the total notifications of whooping-cough remained 
practically constant, there were considerable local fluctuations, 
the largest being an increase of 54 in Warwickshire. The notifi- 
cations of diphtheria were 10 fewer than last week’s record low 
level. Monmouthshire, with a rise of 82, was the only exception 
to the general drop in the incidence of measles. 4 

Dysentery was more prevalent than for the past six weeks. 
No fresh outbreaks of any size were reported, but there were 
large increases in Oxfordshire, from 8 to 27, and in Lincoin- 
shire, from 11 to 62 (Scunthorpe M.B. 50). The other high 
totals were Lancashire 37, London 30, Middlesex 21, Surrey 20, 
Yorks West Riding 13, Warwickshire 13, Buckinghamshire 10. 

In Scotland notifications of scarlet fever rose by 26, there 
being 43 more cases in the western area than in the preceding 
There were 21 


week ; in al! other areas the incidence fell. 
fewer notifications of dysentery, the largest return being 


Glasgow C.B. 17. 

In Eire the incidence of infantile diarrhoea and enteritis, 
falling by 52. was the lowest recorded for three months: 17 
deaths were registered from this cause in Dublin C.B. A record 
low level of diphtheria, 50 cases, resulted from the fall of 22 
in the notifications. Whooping-cough reverted to the level of 
the preceding weeks, with 23 fewer notifications. 

In Northern Ireland notifications of scarlet fever rose by 8. 
The incidence of other infectious diseases tended to fall. 


Week Ending August 11 


The notifications of infectious diseases in England and Wales 
during the week included : scarlet fever 937, whooping-cough 
936, diphtheria 346, measles 1,681, 
cerebrospinal féver 33, acute poliomyelitis 16, dysentery 300. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Aug. 4. 

Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (adminjstrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. (d) 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease nos notifiable or 
no return available. 


1944 (Cor responding Week) 


Disease 

(a) | (c) | (d) | fe) | (a) | (b) | (©) | dd) | Ce) 

Cerebrospinal fever... | 39) 1, 45 
eaths — | 


Diphtheria .. 360] 14) -103} 50) 
Deaths — | — 


Dysentery 324, 30; 56 
Deaths fe 2 


Encephalitis lethargica, 
acute —|— 2 
Deaths 


Deaths 
Infective enteritis or 
diarrhoea under 2 
years 8 5 26 34 
Deaths 53 8 22 1 38 4, 12) 11 6 


Measles* | 2,190] 57/261 7) 2,154| 47] 67! 83) 31 
Deaths — |— 1; — — 1} — | — 


Deaths 


Paratyphoid fever 


376, 19) 5 1} — 


Deaths (from influ- 


Pneumonia, influenzalt 234, 16 3 
enza) 5; | — 


Pneumonia, 119, 12 126 9 
Deaths 12 12 4 


Poliomyelitis, acute 
Deaths 


w 
w 
N 
| 


Puerperal fever .. 
Deaths 


Puerperal 145 
Deaths 


Relapsing fever 
Deaths | 


6 

Scarlet fever .. .. | 1,232) 65] 17} 32) 1,410) 45) 180) 31) 37 


Smallpox 
Deaths 


Typhoid fever 
Deaths 


Typhus fever | | 
Deaths | | | |— |} — 


1,072) 25 1,768] 97) 46 30) 15 
| 1 10; 5 — 


w hooping- cough* 
Deaths 
Deaths (0-1 year) | — a7 St; ou) 17 287; 23) 56) 24) 22 
Infant mortality | 
(per 1,000 live births) 
births) | 3,781 549) 508} 199) 108] 4,238) 839) 176) 161) 117 
Annual death rate (per | 
| 11-5] 12-8} § 11-4) 10-4) § 


1,009 persons 
Live births 
Annual rate per 1 009 


6,786, 869| 376| 271] 6,838] 392| 390, 253 


34 30 


persons tiving | 16-6, 24-3) § 25-4) 25-3] § 
Stillbirths 200! a1! 20 | | 2221 27 
Rate per 1,000 total | 
births (including | 
stillborn) .. | 


* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

+ Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 

+ Includes puerperal fever for England and Wales and Eire. 

§ Owing to movements of population, birth and death rates for Northern 
Ireland are still not available. 
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All communications with regard to editorial business should be addressed to THE 
EDITOR, BritisH MEDICAL JOURNAL, B.M.A. House, TavistocK SQuake, 
Lonpon, W.C.1. TELEPHONE: EUSTON 2111. TELEGRAMS: Aitiology 
Westcent, London. ORIGINAL ARTICLES AND LETTERS forwarded for 
publication are understood to be oflered to the British Medical Journal alone 
unless the contrary be stated. 


Authors desiring REPRINTS should communicate with the Publishing 
Manager, B.M.A. House, Tavistock Square, W.C.1, on receipt of proofs. 
Authors over-seas should indicate on MSS. if reprints are required, as proofs 
are not sent abroad. 


ADVERTiSEMENTS should be addressed to the Advertisement Manager, 
B.M.A. House, Tavistock Square, London, W.C.1 (hours 9 a.m. to 5 p.m.). 
TELEPHONE: EUSTON 2111. TELEGRAMS: Articulate Westcent, London. 

MEMBERS’ SUBSCRIPTIONS should be sent to the SECRETARY of the 
Association. TELEPHONE: EUSTON 2111. TELEGRAMS: Medisecra Westcent, 
London. 


B.M.A. ScotrisH OFFice: 7, Drumsheugh Gardens, Edinburgh. 


ANY QUESTIONS ? 


Purpura 


Q.—A woman of 64 noticed that she was bruising easily. Some 
3 weeks after, purpuric spots began to appear in skin and mucous 
membranes, followed by epistaxis. Blood transfusions and_ spien- 
ectomy were carried out successfully, one moderate and two small 
attacks of epistaxis occurring at regular intervals post-operatively 
(7-10 days). Transfusion (fresh blood) was given after each epistaxis. 
Approximately 3 months after splenectomy purpuric spots are 
reappearing in skin and mucous membrane. The most recent blood 
count shows platelets 150,000 per c.mm. Is capillary weakness a 
factor as well as a low platelet count? Are further, regular attacks 
of purpura to be expected? Are blood transfusions necessary? If 
so, on what indication? Has focal infection any connexion, and, if 
so, where? What is the general prognosis? Which books are the 
best for reference ? 


A.—It is unusual for essential thrombocyiopenia to occur at this 
age. Of a series of 271 cases collected by Wintrobe and co-workers 
(J. Amer. med. Ass., 1937, 109, 1170) only 10 were over SO and 
none apparently over 60 years of age. The data given are inadequate 
for a differential diagnosis, but the possibility should be considered 
that the thrombocytopenia is secondary to some other malady, such 
as aplastic anaemia or leucopenic leukaemia. In essential thrombo- 
cytopenia capillary weakness is a factor, and the capillaries do not 
retract. normally on injury. This has been demonstrated by 
R. G. Macfarlane (Quart. J. Med., 1941, 10, 1). Improvement 
follows splenectomy in about 80% of cases. It is not always com- 
plete and immediate, and there would still be a prospect of further 
improvement in the present case if the diagnosis is correct. Nor is 
recovery always permanent, relapses occurring in perhaps 10% of 
cases. When the disease is chronic, blood transfusions are really 
only of value for the anaemia, and there is no specific remedy. 
Focal infection is rarely of importance, but an allergic reaction, 
particularly to the drug sedormid, is always worthy of inquiry. The 
over-all mortality of essential thrombocytopenia in females after 
puberty has been given as 40% (Evans and Perry, Lancet, 1943, 2, 
410). Further reference may be made to the following books: 
The Hemorrhagic Diseases, by A. J. Quick, Springfield, Il., 1942; 
and Clinical Hematology, by M. W. Wintrobe, Philadelphia, 1942. 

Apex Beat of Heart : 

Q.—Can the apex beat of the heart of normal size be felt in the 
mid-axillary line when the patient is lying fully on his left side, the 
apex beat not being palpable in the erect or dorsal position? 


A.—The normal apex can be felt in the left axilla when the patient 
lies on the left side—perhaps not quite so far as the mid-axillary 
line. The apex is then weil against the chest wall; whereas in the 
upright position obesity or emphysema might obscure it, or the 
vertical heart might have an apex beat near the mid-line. 


Bilateral Bronchiectasis 


Q.—A woman of 30, who had a bad bronchial catarrh initiated 
by noxious fumes in a poison-gas factory some time ago, kas been 
left with a number of very small bronchiectases scattered about the 
bases of both lungs. Is there anything to be done about it? 


A.—Bilaterai bronchiectasis is not necessarily unsuitable for 
surgical treatment; indeed, bilateral Iebectomies have been done 
with excellent results. The operations are, however, most likely 
to be successful in children and young adults. In the case of a 
woman of 30 bilateral intervention would be justified only if the 
symptoms were very grave or the amount and character of the 
sputum rendered life intolerable. Operation on one side only is 
liable to be disappointing. Quite apart from this, it is doubtful if 
the type of disease present in this patient is suitable for operation. 
The causal agent and the description of ‘a number of very small 


bronchiectases scattered about the bases of both lungs ”’ suggest the 
probability of an associated chronic bronchitis and emphysema, 
whicn would definitely be unfavourable. 

Treatment should consist of postural drainage and _ breathing 
exercises, expiratory as well as inspiratory; if much infection is 
present, penicillin given by inhalation should be considered 


Drug Treatment of Cancer 


Q.—Can you recommend any form of drug treatment likely to 
benefit a man of 54 with inoperable carcinoma of the colon and 
secondary deposits in the peritoneum? Liver normal. Colostomy 
has been performed to relieve the obstruction. At the moment his 
general health is good. 


A.—It is certainly not possible to “recommend” any form of 
drug treatment here, in the sense that one is justified in expecting 
benefit as a reasonably frequent sequel; there is at present no such 
justification. On the other hand, the question raises an issue of 
general interest, and is probably dealt with best from this wider 
point of view. Until comparatively recently the attention of most 
students of cancer was quite rightly held by the cancer cell's 
autonomy and independence, and by its refractoriness to environ- 
mental changes of many kinds, including those which can be brought 
about by the action of drugs. On this basis there developed a con- 
firmed scepticism—still only too well merited so far as cancer in 
general is concerned—-as to the feasibility of affecting malignant 
growth by chemical agents which do not at the same time seviously 
interfere with the normal processes of growth and repair. Within 
the last few years, however, this rather extreme viewpoint has 
become modified, through the knowledge that both the growth 
characteristics and the histological structure of many tumours can 
be materially influenced by hormonal agents, and especially by 
oestrogenic compounds, both natural and synthetic—a_ practical 
example being the useful control of prostatic cancer which has been 
achieved in this way. Carcinoma of the prostate is probably as 
exceptional an example as it is a favourable one, but it is a curious 
and still unexplained fact that in a small proportion of other types 
of cancer—for example, a low percentage of cases of carcinoma of 
the breast, and random examples of other cancers which one would 
not classify as possessing any special hormonal susceptibility of this 
kind—oestrogen therapy does in fact have some effect: e.g., local 
alterations in the tumour, accompanied by symptomatic improve- 
ment and gain in body weight. There is no means of predicting 
the outcome in these cases, and oestrogen trial alone would be 
justified only when all other possibilities of treatment had been 
exhausted, on the understanding that the prospect of any substantial 
degree of improvement is remote, and that where it occurs it is 
almost certain to be impermanent and even fleeting. Although there 
is no evidence that one oestrogen differs essentially from another 
so far as this action in cancer is concerned, a suggested regimen 
would be to administer dienoestrol by mouth in doses of 0.3 mg. 
thrice daily, to increase the dose fairly rapidly to, say, 5.0 mg. three 
or four times daily, and to maintain treatment for a period of three 
months before withdrawing the drug completely; the course could 
then be repeated after an interval of several weeks. 

Tt will be seen that much of the difficulty in reply to such a query 
arises from the circumstance that while we cannot affirm the applica- 
tion of oestrogens to the treatment of cancer other than that 
occurring in the prostate, neither can we completely exclude the 
possibility of benefit in individual cases of types arising elsewhere. 
Much patient work is required before the situation can be clarified, 
and those most closely concerned are the first to insist upon the 
need for present caution. As to other drugs or substances which 
have been sufficiently investigated, one cannot yet speak with con- 
fidence of any which hold out even this slight prospect of usefulness. 


Multiple Warts 


Q.—A schoolboy, apparently in perfect health, has a mass of warts 
on his hands and knees, and they are now appearing on his lips and 
face. This is a distressing condition, and I shall be grateful for 
advice. Cauterizing the warts individually would be an impossible 
task. 


A.—Apart from the plantar variety, which are often extremely 
painful, warts require consideration only because of their slightly 
disfiguring and slightly contagious qualities. They may be cured 
by suggestion or clear up spontaneously, which explains the curative 
effect of many nostrums and perhaps some published methods of 
treatment. Individual warts can be destroyed by caustics or the 
cautery, if skilfully used, and provided other and more urgent 
matters allow of the time required. X rays and radium are the 
prerogative of the specially trained expert. As none of these 
methods, even when skilfully and properly used, is free from the 
risk of producing permanent changes in the skin. each of us will 
consider whether the patient’s condition justifies the expenditure of 
time and skill on lesions which may at any moment vanish without 
trace. 
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Immunity after B.C.G. Vaccination 


Q.—How long does immunity to tuberculosis take to develop after 
vaccination with B.C.G., and how long does it last ? 


A.—Caimette himself advised that infants given B.C.G. vaccine 
should be removed from contact with infection for 2 months there- 
after, and re-vaccinated afier 3, 7, and 15 years. There is evidence 
that some resistance to infection develops within about 2 months in 
the fact that the treated individual usually becomes tuberculin- 
sensitive within that time. In those particularly exposed to infec- 
tion, such as household contacts and hospital nurses, natural infec- 
tion may be expected to reinforce the immunity originally conferred 
by B.C.G. 

Lice and the G.P. 


Q.— Could you advise me on the best method of protecting myself 
and my family from becoming infested with pediculosis corporis as 
a result of picking up odd specimens in certain parts of the practice ? 


A.—Short of wearing protective clothing, or of the regular use 
of insecticides over the external clothing, the risk of picking up 
occasional lice cannot be avoided in some medical duties. But the 
risk of a susiained infestation (i.e., lice breeding in the clothing) 
from such rare specimens is extremely slight if the underclothing 
is laundered regularly. We know of colleagues who, in the course 
of research, have worked exclusively on pediculosis corporis, with 
several hours daily in a clinic of verminous persons, without finding 
more than one or two lice in their own clothing in the course of 
many months. 

When the new insecticide D.D.T. becomes generally available it 
will be possible to make quite certain of protection by dusting the 
underwear weekly with an ounce of 10% D.D.T. powder. 


Modern Methods of Blood Examination 


Q.—The various new procedures used this last five years or so in 
the recording of R.B.C.s, M.C.V., etc., are rather confusing. Could 
we have an explanatory paragraph, mentioning the additional know- 
ledge obtained over previous methods ? 


A.—In the Wintrobe system for examining venous blood, which 
is now commonly used, a portion of the oxalated or heparinized 
blood is placed in a Wintrobe haematocrit tube, which is allowed 
to stand for one hour for the estimation of the sedimentation rate. 
The tube is then centrifuged at high speed and the percentage 
volume of cells read from the graduations on the tube. If the red 
cell count and haemoglobin are now determined in the ordinary 
way, the following indices can be calculated: 

The mean corpuscular volume (M.C.V.) is determined by dividing 
the haematocrit percentage (x 10) by the number of red blood 
corpuscles in millions per c.mm., the result being expressed as cu. pu. 
For example, if the haematocrit percentage is 45 and the red blood 
corpuscles 5 millions per c.mm., the mean corpuscular volume is 
90 cu. 

The mean corpuscular haemoglobin (M.C.H.) is determined by 
dividing the grammes of haemoglobin per 100 c.cm. of blood (x 10) 
by the number of red blood corpuscles in millions per c.mm., the 
result being expressed in micro-microgrammes, symbolized by the 
letters yy. For example, if the haemoglobin per 100 c.cm. is 
15 grammes and the red blood corpuscles 5 millions per c.mm., the 
mean corpuscular haemoglobin is 30.0 yy. 

The mean corpuscular haemoglobin concentration (M.C.H.C.) is 
determined by dividing the grammes of haemoglobin per 100 c.cm. 
(x 100) by the haematocrit percentage, the result being expressed 
in per cent. For example, if the haemoglobin per 100 c.cm. is 
15 grammes and the haematocrit percentage 45, the mean corpuscular 
haemoglobin concentration is 33.3%. 

Other constants, less frequently determined owing to the time- 
consuming nature of the techniques, are: (1) the mean corpuscular 
diameter and coefficient of variation of the red cells, which are 
measured by the Price-Jones technique ; and (2) the mean corpuscular 
fragility, which is determined by measuring the percentage of 
haemolysis in graded strengths of hypotonic saline solutions. 

The advantages of these measurements over the simple calcula- 
tion of the colour index are numerous. There is a growing tendency 
to report haemoglobin values in terms of grammes of haemoglobin 
per 100 c.cm. of blood, instead of percentages of an arbitrary scale. 
The idea that 100% Haldane is the “normal” value has in fact 
led to very grave confusion, but once we abandon percentage scales 
of haemoglobin it is anomalous to try to preserve the colour index. 
Secondly, the haematocrit percentage is a valuable check on the 
haemoglobin level. Thirdly, it is possible for corpuscular volume 
and corpuscular haemogiobin to vary independently. In tropical 
anaemias, in particular, the cell volume may increase at the same 
time as the haemoglobin concentration falls, owing to a dual 
deficiency of P.A. factor and iron. This would not be revealed by 
the colour index. Fourthly, if we know the cell volume and the 
cell diameter we have an approximate idea of the shape of the cell 
and can calculate the cell thickness. In familial acholuric jaundice 


the cells are small and plump (spherocytosis), whereas in Mediter- 
ranean anaemia (Cooley) they are broad and thin (leptocytosis). In 
practice, then, the new procedures have proved of considerable value 
in the diagnosis and classification of anaemias. 


INCOME TAX 
Retirement from Colonial Service 


G. A. is retiring from the Colonial Medical Service and becomes 
entitled to a gratuity and to a return of contributions to a 
pension fund plus 24% interest. Are these sums liable to income 
tax? 


In our opinion—no. 


Dispensers’ Salaries 


W. H. is one of three partners in a practice. Each partner has a 
dispenser-secretary paid by himself, and the expense is treated as 
deductible from each partner’s share of the firm’s profits. | The 
inspector of taxes insists that the three employees should be shown 
on one return to be made as for the practice as a whole. 


*.* Clause (2) of the Statutory Regulations governing P.A.Y.E. 
defines an ** employer ” as meaning ‘* any person paying emoluments 
on his own account or on behalf of another person.”’ Clearly each 
partner is the “‘employer”’ for the purpose of these Regulations, 
and we consider that they are entitled to make separate returns if 
they desire to do so. 


LETTERS, NOTES, ETC. 
Artificial Respiration 


Dr. J. L. WHirwortH (Melbourne) writes: The chief secretary of 
the Royal Life-Saving Society (March 17, p. 387) stresses the absence 
of proof of the arching of the diaphragm in the cessation of 
breathing, in defence of the Schafer method of resuscitation 
against the rocking method outlined by Dr. F. C. Eve. But is this 
arching of the diaphragm really important? The response to treat- 
ment is surely more to the point; and Eve’s method has proved its 
“response to treatment’’ reputation, especially at sea. As a 
matter of fact, the points of contention and their explanations and 
proof in the matter of cessation of breathing could be named and 
proved; but it is necessary to “kneel before one may rise” and 
admit the merits of Eve’s method of resuscitation. 


Treatment of Post-traumatic Headache 


Mr. N. Garser, F.R.C.S. (Johannesburg), writes: With reference 
to the question and answer on headache after fractured skull 
(April 14, p. 543), when all else has failed the following will be 
found of service: (1) oral administration of prostigmin hydro- 
bromide 15 mg. three times daily for six to eight weeks, together with 
(2) intramuscular injection of 1 c.cm. of a solution of prostigmin 
methylsulphate 1 in 2,000 twice weekly for six to eight weeks, and 
(3) restricted fluid intake. Prostigmin potentiates the action of 
acetylcholine, which is a powerful vasodilator, and thus abolishes 
vasoconstriction of meningeal and labyrinthine arteries, which 
vasoconstriction is presumably the underlying cause 6f persistent 
post-traumatic headaches. For greater detail the original paper of 
Malone (J. Amer. med. Ass., 1942, 119, 861) should be consulted. 
This mode of therapy has yielded most encouraging results at the 
General Hospital, Johannesburg. 


° Women in Labour 


Dr. Cuartes J. Hitt Aitken (Rotherham) writes: Is it not time 
the physiologists gave us in the Journal an account of the physio- 
logical mechanism behind labour, so that the expectant mother can 
be trained to cultivate the conditioned reflex essential for easy, and 
possibly painless, labour? 


Hygiene in Sanatoria 


Mr. H. P. Hottoway (Hounslow, Middlesex) writes: One reads 
frequent references in the Journal and other medical papers (one in 
your last issue) to the hygiene which is taught in sanatoria to tuber- 
culous patients. I have been. a patient in several sanatoria in this 
country and have never heard a single word of such instruction 
given. The only advice | can remember was a printed notice hang- 
ing on a wall requesting patients not to clean their teeth in the 
ordinary wash-basins but to use the special basin provided. My 
own observations proved that even this advice was often ignored. 
It would surely not be asking too much to require all patients, 
before discharge, to attend one or more lectures on this very 
important subject. 


Correction 
Through an accident in the course of printing our annotation on 


i Folic Acid’ (July 21, p. 91), vitamin Be appeared as vitamin B 
in the 14th line. 


- 


